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THIS MONTH'S COVER 


The cover picture shows the first stage of a unique 
community mental health service—the “flying mental 
health clinics” established in Alaska. Shown is the 
clinic team composed of Dr. Oscar Hubbard, Chief of 
the Mental Health Section of the Alaska Department of 
Health, the social worker and the psychologist, preparing 
to embark on a seaplane at Juneau to fly to Sitka, 92 
miles away. See page 7 for Dr. Hubbard’s article on 
the operation of these flying clinics. 


The following comments by Dr. Hubbard on the 
practice of psychiatry in Alaska may afford valuable clues 
to whoever succeeds him; he will be leaving Alaska 
within the next few months to join the faculty of the 
new Medical School of the University of Mississippi. 


“The practice of psychiatry in this remote, relatively 
unpopulated area poses some interesting problems. An 
observer unacquainted with the varying customs of the 
natives of the territory might interpret as bizarre much 
behavior which is actually normal to these people. About 
half the people are not Caucasian. The largest group 
are the Eskimos, who live off the sea and whose villages 
are found mostly in a strip along the coastline. The 
Indians form another large group; being hunters and 
trappers, they live largely inland. The Aleuts form a 
smaller but distinct group who live mostly on the 
Aleutian Islands, the long chain which extends like a 
scrawny beckoning finger for about 1,300 miles toward 
Japan and the rest of Asia. 


“An acculturation process is taking place among all 
these groups. An increasing number of small planes all 
over Alaska promote back and forth visiting between 
even quite small settlements. Only small, extremely 
isolated groups are unaffected by this. English schooling, 
modern medical practice, missionary work and outside 
visitors of all kinds also have their effect. 


“The change in ways is unsettling. Anxiety is created. 
Fundamental feelings about what is acceptable are no 
longer clear, and guilt reactions for quite odd causes 
may be seen. The native becoming acquainted with our 
ways so at variance with his own, may try out compro- 
mises and develop anxiety when he behaves in defiance of 
the strong censorship he has already set up over his own 
behavior. 


“There are certain native taboos which forbid con- 
versation, looking directly at or touching one another 
between brothers and sisters, or even between brothers 
once they emerge from childhood, except in grave 
emergency. Thus two people known to be brother and 
sister might ride side by side on a sixty mile trip, say 
not a word to each other, avoid physical contact as far 
as possible and contrive never to look directly at one 
another. To someone unaware of this cultural ban, such 
behavior might appear quite schizoid—yet the brother 
and sister are apparently quite comfortable about the 
situation. Numerous things of this sort crop up con- 
stantly, and such customs must be known and taken into 
account.” 
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“disturbed wards have virtually disappeared’’' 


Many hospitals have found that 


THORAZINE*® 


+ makes patients accessible and receptive to psychotherapy 

+ reduces or eliminates the need for restraint and seclusion 

* improves ward morale 

speeds release of hospitalized patients 

+ reduces destruction of personal and hospital property 

« reduces need for shock therapy and lobotomy 

* increases capacity of hospital to serve more patients 
than ever before 


‘Thorazine’ is available in ampuls, tablets and syrup (as the hydrochloride), 
and in suppositories (as the base). 


Smith, Kline & French Laboratories, Philadelphia 


1. Overholser, W.: in Chlorpromazine and Mental Health, Philadelphia, Lea & 
Febiger, 1955. 
*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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No. Il in a Series on Mental Hospital Administration 


THE PSYCHIATRIC OUTPATIENT CLINIC 


The administration, staffing, organization and control 


of outpatient departments, including mental hygiene clinics 


By ROBERT A. CLARK, M.D., Clinical Director 


Friends Hospital, Philadelphia, Penna. 


~ AIM of a hospital’s psychiatric outpatient service 
is the same as that of the inpatient departments— 
the humane and efficient care of patients. An adminis- 
trative physician charged with the responsibility of a 
psychiatric outpatient department will recognize, how- 
ever, that the management of outpatients is different 
because they are unrestricted. Inpatients are under the 
physicians’ control at all times; outpatients are at home, 
working or otherwise occupied in the community. The 
clinic psychiatrist must therefore share his responsibility, 
not only with members of his own staff, but with other 
physicians, social agencies, relatives or employers and 
with the patient himself. In planning the organization 
of this department, this division of responsibility must 
be taken into account, so that the original aim will not 
be lost sight of. 

If the clinic is also to assume training responsibilities, 
the administrator’s task becomes more complex. Good 
training goes with good patient care, but the senior staff 
of the clinic will have to be good teachers as well as 
good therapists—a combination not always easy to find. 
The supervision and responsibilities of the trainees pose 
additional problems. The advantages of the training 
program, however, far outweigh the complications it 
causes. A clinic offering training attracts a superior staff, 
and the presence of students, whether undergraduate or 
post-graduate, injects the stimulus of enquiring minds 
and youthful enthusiasm. 

Adequate financing must be the administrator's first 
concern, else his professional staff will be continually 
disturbed over the clinic’s financial stability, and he will 
not be able to keep his personnel because other salary 
levels are more attractive. The clinic must have a source 
of income large and regular enough to provide the 
fundamental expenses of the building and salaries. 
Training and research must be allowed for in the regu- 
lar budget, so that this work does not depend entirely 
on grants from government or foundations. 

To this end, legislators, department heads, boards of 
trustees and the community itself must be kept well- 
informed of the clinic’s needs in relation to its growing 
population and to possible inflation. It must be empha- 
sized that fees cannot be depended upon for basic ex- 


penses or even as a steady source of income. A clinic 
serving a whole community will have a sliding scale of 
charges, and nobody should be turned away because he 
cannot pay. The income from fees, therefore, will fluc- 
tuate greatly. 


Delegation of Staff Duties 


Adequate staffing is the next desideratum. For the 
director, Board certification is desirable, but even more 
essential is well-rounded training and experience both in 
hospital and in outpatient psychodynamic psychiatry. 
His senior psychiatric staff, also trained in dynamic 
psychotherapy, will assist him in treatment and teaching. 
A non-medical assistant can relieve him of a good deal 
of administrative detail. 

As many senior psychiatrists should be available as are 
needed to give each resident a minimum of one hour a 
week of individual supervision, in addition to group 
supervision in case conferences. The evaluation of new 
patients, and later, of therapy, will be shared by seniors 
and residents. More than twelve hours weekly work 
with patients for each physician is inadvisable if ade- 
quate time is to be saved for supervision, conferences, 
lectures and reading. ; 

The choice of adequately qualified residents should 
not be difficult. They should not take up full-time out- 
patient responsibilities until they have already had at 
least one year of inpatient training; in this way, the 
incompetents will already have been weeded out. If the 
clinic is not attached to a psychiatric hospital, new resi- 
dents can be judged by the standards of their previous 
training hospital, its recommendations and by personal 
interview. 

The receptionist is a key figure in the clinic—the first 
person a patient and his relatives see. Her choice is an 
important concern to the administrator. A warm and 
kindly manner and observant efficiency are more essen- 
tial than previous experience. In the smaller clinic, a 
psychiatric nurse may undertake this duty, but in a larger 
organization, the nurse will be fully occupied with 
assisting at physical examinations, and with clinical pro- 
cedures such as narcoanalysis and _ electroconvulsive 
therapy. If the clinic is attached to an inpatient service, 


she will also help with the admission of patients enter- 
ing the hospital. 

Because there is so little need in a clinic for nurses 
and none for attendants, the social service department 
plays a proportionately larger part in an outpatient than 
in an inpatient service. The director of social service 
should be selected because of her ability to work with 
staff physicians and residents in their contacts with 
families and social agencies, as well as her competence 
in supervising caseworkers and students. Since the stu- 
dents will be able to carry only small case-loads, the 
number of social service workers and students should be 
roughly equal to the number of psychiatrists. 

In some clinics, a social worker takes the psychiatric 
history from the patient. In others this is felt to be a 
duty proper only to the psychiatrist himself. Whatever 
policy may be in effect, however, the caseworkers will 
talk with relatives at the time of the first visit regarding 
their viewpoint of the patient’s problem, and elicit facts 
to add to the history of the illness. After evaluation, 
rates of payment can be discussed, and if the staff agrees 
it would be useful, casework service can be offered to 
relatives. Caseworkers may also help patients with 
financial and employment problems, arrange appoint- 
ments and supply information regarding recreational 


and other useful agencies, at any time during the treat. 


ment. 
The Psychologist’s Role 


When there is an adequate number of psychiatrists, 
the duties of the clinical psychologist are usually re- 
stricted to giving and interpreting psychological tests, 
reporting and discussing the results at conferences, and 
teaching their principles and application. One psycholo- 
gist for every hundred patients in active treatment is 
perhaps a good ratio. He will be mainly occupied with 
the evaluative testing of new patients, and following the 
progress of others under treatment, whenever a psychia- 
trist requests a re-test. With his knowledge of scientific 
procedures and statistics, he can contribute usefully to 
research programs, and may, on occasion, initiate 
projects of his own. 

Under certain circumstances, clinical psychologists 
may undertake psychotherapy. This may be because an 
adequate number of psychiatrists is not available, or 
because the administrator as a policy believes that 
psychotherapy need not be restricted to physicians, but 
that social workers and clinical psychologists may take 
part under medical control and supervision. This will 
mean, of course, that the proportionate numbers of 
social workers and psychologists will be larger. Only 
those with sufficient experience, and with suitable per- 
sonalities should be allowed to undertake psychotherapy. 
The cases they treat shall be selected by a psychiatrist, 
and interviews and group sessions shall be discussed 
regularly with the senior psychiatrist who is supervising 
the worker. As the non-medical worker demonstrates 
competence, his responsibilities can be increased. Indi- 
cations for medical consultation and hospitalization must 
be watched for sharply, and clinical procedures, such as 
narcoanalysis or electroconvulsive treatment must be 
given only by a physician. 
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The standards for outpatient medical records should 
be based on those required by the American Hospital 
Association and other official bodies setting standards 
for inpatient records. An adequate number of secretaries 
is essential to good record-keeping, but the administrator 
must decide how extensive these should be. Although 
process notes are useful for the supervision of residents 
and social work students, for instance, these can be kept 
in longhand. An adequate number of well-functioning 
dictating machines will help encourage people to keep 
records up to date. At intervals records should be sum- 
marized, both for easy reference and to teach those in 
training the difficult art of selecting what is important 
for others to know. Where the clinic is part of a psychia- 
tric hospital, inpatient and outpatient records can best 
be kept together. As in the inpatient service, the patient 
must be protected against the exposure of intimate infor- 
mation to unauthorized people, and also against such 
information being subpoenaed into court. 

What else must the administrator provide to enable 
his carefully selected staff to work well? First, adequate 
space. Each professional worker needs a separate office, 
comfortably furnished and (in noisy cities) sound- 
proofed. There should be a large waiting room, fur- 
nished with comfortable chairs instead of rows of hard 
benches. One or more examining rooms must be 
equipped for physical examinations, narcoanalysis, elec- 
troconvulsive treatments and the like. An_air- 
conditioned conference room should be available, big 
enough for staff, students and visitors from other 
agencies. This should be equipped with blackboards, 
and chairs with writing arms. Facilities for laboratory 
tests, X-ray and dispensing drugs, if not in the clinic 
building, should be available in a hospital within easy 
walking distance. Where research and intensive training 
are being carried on, rooms for group and individual 
psychotherapy with one-way vision screens and recording 
apparatus will be helpful, though not essential. 

Adequate patient care, the administrator will know, 
begins with thorough diagnostic study. Hurry brings 
inadequacy and frustration to all concerned. When the 
psychiatrist, the social worker and the psychologist have 
gathered the initial information, time is well spent in a 
diagnostic conference at which all facts are presented, 
discussed, integrated into a psychodynamic formulation 
and recommendations made for treatment or disposition. 
Patients in intensive treatment should be presented 
again at least once for the discussion of progress, tech- 
nique of psychotherapy, change of methodology or even 
an entirely new approach. A variety of theoretical view- 
points should be represented at these conferences, other- 
wise those in training will become narrow or doctrinaire, 
with their minds closed to new thinking. 


Selection of Patients 


Before the clinic is opened, it is well to decide on the 
selection of patients. If all cases referred must be 
accepted, the staff becomes too overburdened to see 
patients as often or for so long as they should for good 
results. This leads to dissatisfaction among patients and 
their relatives, as well as referring agencies, and the staff 
becomes frustrated. A long waiting list will result in 
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Under the influence of Serpasil, patients who 
had been destructive, resistant, hostile, with- 
drawn, untidy, or troubled with hallucina- 
tions became, in a short period of time, 
“clean, cooperative, and communicative per- 
sons.””! 


Serpasil has been shown to be effective even in 
violently disturbed psychotics if sufficiently 
high dosage is used. After 6 to 8 weeks 
of Serpasil therapy in 127 chronic schizo- 
phrenics “the result was frequently astound- 
ing, even to psychiatrists of long clinical 
experience.””! 


In similar studies, the worst behavior prob- 
lems in the hospital showed improvement, 
chiefly “. ..a reduction of motor activity, 
of tension, of hostility, and aggressiveness.’ 
Many reports have indicated that Serpasil 


“CLEAN, COOPERATIVE, AND COMMUNICATIVE” 


may be substituted for electro- or insulin 
shock and that it sharply reduces destruc- 


tion and assaults in the violent back wards. : 


Adequate trial is essential—a minimum of 3 
months, beginning with “parenteral doses of 
at least 5 mg. of reserpine and continued 
daily doses of 2 to 8 mg. orally.” “The oc- 
currence of the turbulent phase (with exag- 
geration of symptoms) is not an indication 
for discontinuing treatment.’ 


1. Hollister, L. E., Krieger, G. E., Kringel, A., and Roberts, 
R. H.: Ann. New York Acad. Sc. 61:92 (April 15) 1955. 
2. Hoffman, J. L., and Konchegul, L.: Ann. New York 
Acad. Sc. 61:144 (April 15) 1955. 3. Kline, N. S., and Stan- 
ley, A. M.: Ann. New York Acad. Sc. 61:85 (April 15) 1955. 


Parenteral Solution, 2-ml. ampuls, 2.5 mg. Serpasil 
per ml. Tablets, 4.0 mg. (scored), 2.0 mg. (scored), 
1.0 mg. (scored) , 0.25 mg. (scored) and 0.1 mg. Elixir, 
1.0 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 


(reserpine CIBA) 


in high dosage for 
psychiatric patients 


SUMMIT, N.J. 2/2262" 


= 
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The receptionist is a key figure in the 
clinic. She must possess a warm and 
kindly manner that will convey to the 
patients and their relatives a reassuring 
sense of welcome. 


patients not coming when their turn eventually arrives 
or else arriving so full of resentment that the initial stage 
of treatment is made more difficult. Therefore, patients 
should be selected in terms of acuteness and acceptance 
of the psychiatric approach, accessibility to treatment, 
agreement of their relatives, intelligence and knowledge 
of English. Chronic patients may be given supportive 
care at less frequent intervals, referred to group psycho- 
therapy or sent back to their general practitioner with 
appropriate practical recommendations. 

When a clinic first opens, a large backlog of chronic 
neurotics, personality disorders, epileptics and defectives 
who have been gathering in the community for years may 
be referred. Because of community pressure it may be 
necessary to work through these before more suitable 
patients can be reached. If the staff is small and a wait- 
ing list starts accumulating because of this backlog, 
physician referral will lighten the load, and patients 
coming at their own request, or through clergymen, 
teachers, psychologists, social agencies and others may 
have to be refused. 

The responsibility for intake and assignment should 
lie with the clinic director or with an admitting officer 
whom he designates. When it is at once evident that 
casework with the family is indicated, the director of 
social service can be notified. Otherwise this question 
can wait until the diagnostic conference or even later. 
It is usually wise to recommend to the patient or his 
family that the first four to six interviews be a trial 
period. During this time, both the patient and his family 
and the clinic staff can determine whether further visits 
would be therapeutically profitable. 

The administrator, conscious of the need for con- 
tinued communication between the clinic and the com- 
munity, will be careful to provide that the referring 
doctor or other individual or agency be informed con- 
cerning the progress of each patient. After the diagnostic 
conference, written or telephone notification is made. 
If the patient is accepted, the individual or agency who 
referred him should be given the provisional diagnosis, 
prognosis and treatment plan; if he is not, recommenda- 
tions for management or suggestions for referral else- 
where should be made. Again when the patient is 
discharged, the referring individual agency should be 
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Posed photo, courtesy of VA 


informed whether the patient left at the end of his 
course of treatment, or against medical advice; whether 
he needs further non-psychiatric supervision or can get 
along on his own; quéstions of renewed attacks or the 
possibilities of relapse should be clarified. When the 
psychiatrist in training is sufficiently experienced, this is 
an instructive task for him. In especially difficult cases, 
a senior staff member may handle this task. 


The Clinic Staff's Participation 
in Community Affairs 


A certain amount of participation in community 
mental hygiene programs is essential in order to inter- 
pret the work of the clinic to the public. The leaders 
in the community in particular should feel that the 
clinic is a functioning unit in local health organizations. 
The clinic has a selfish interest, since it depends upon 
community support in considerable degree, through the 
legislature, community fund or private contributions. 
It is also concerned with better mental health legislation, 
and with community cooperation in the rehabilitation 
of the psychiatrically handicapped. At times it may seem 
that community demands deprive the clinic of the time 
and energy of the staff, as, for instance, when a senior 
staff member is asked to take a five or ten minute spot 
in a panel discussion which lasts a whole evening. The 
clinic chief may then need to lend his authority and 
decide which groups are most worthy of the time 
involved, in terms of the clinic’s fundamental aims. 

Adequate patient treatment is the hub around which 
everything else revolves. The details of treatment are a 
matter for the good judgment of the physicians, but the 
atmosphere in which they and their fellow workers carry 
on the program depends on the smooth functioning of 
the organization. If patients are treated well—even 
though they do not all recover—they will carry back good 
reports to the community. This will encourage referrals 
and make patients and families optimistic, trustful and 
cooperative. It will encourage appreciation and gener- 
osity on the part of the community. The morale of the 
clinic will be high and its reputation will attract 
superior staff and students. Thus it will ever improve 
the value of its contribution toward the welfare of the 
community it is serving. 
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Alaska’s Flying Mental Health Clinics 


By OSCAR E. HUBBARD, M.D. 


Chief, Mental Health Section, Alaska Dept. of Health 


HE TERRITORY OF ALASKA 

actually dwarfs Texas in size. It 
is a huge spread of land one-fifth the 
size of the entire area of the continen- 
tal United States. Yet it contains only 
about 200,000 people—half the popu- 
lation of Louisville, Kentucky. 

All this room, and the consequent 
isolation of small pockets of popula- 
tion, poses the most outstanding prob- 
lem in carrying out a mental health 
program in the territory. Because of 
the vast distances involved, with no 
good road network, our office has 
literally taken to the air. During the 
past year, our flying mental health 
clinics have visited fifteen of the 
twenty-seven “health centers” set up 
by the Alaska Department of Health 
at strategic points throughout the 
territory. 

When we visit a town or city, the 
public health nurse stationed at each 
health center has already scheduled 
our appointments which are held in 
the Center. She also maintains the 
file of records for her area. The team 
arrives with personal clothing for the 
trip, plus a very compact dictating 
machine and boxes of testing material 
for the psychologist. Usually this para- 
phernalia greatly exceeds the com- 
mercial weight allowance and our 
travel budget regularly provides for 
this item of excess baggage. (The 
travel budget for the mental health 
section in the fiscal year just passed 
was approximately $10,000.) 

The Section of Mental Health main- 
tains one complete team—psychiatrist, 
clinical psychologist and psychiatric 
social worker—based at Anchorage, 
and a partial team—psychologist and 
psychiatric social worker—in Juneau. 
The Anchorage team covers the cen- 
tral and northern area of the territory 
and the southeastern area is covered 
by the Juneau unit. The psychiatrist 
(the only one in the territory!) joins 
the Juneau unit at scheduled times, 
seeing some cases himself and being 


available for consultation and con- 
ferences. 

The public health nurse at each 
health center is a key figure, not only 
in the work of the Mental Health 
Section, but in the entire health pro- 
gram of the territory. She travels 
widely over her area by such divergent 
means as airplane and dog sled. She 
visits settlements, towns, villages and 
homes; she conducts well-baby clinics, 
gives immunization and takes part in 
the extensive tuberculosis case-finding 
and treatment program. She arranges 
for the hospitalization of all types of 
patients. 

When we arrive, we find she has 
scheduled patients referred to us by 
local physicians and children referred 
by the schools. We may examine 
patients for the Veterans Adminis- 
tration and clients for the Department 
of Welfare. This winter at Fairbanks, 
about 200 miles from our home base 
at Anchorage, a patient came in from 
Fort Yukon, another hundred miles 
away. He was accompanied by his 
brother, a bush pilot, who had flown 
the patient in to see us. Later, by 
correspondence, we arranged for the 
hospitalization of the patient. 

Usually, however, the public health 
nurse is the only professional person 
about when a psychotic person comes 
to the attention of the community, 
and the question of commitment 
arises. The local U. $. Commissioner, 
acting as probate judge, conducts com- 
mitment hearings. The nurses may be 
requested to attend, to supply infor- 
mation. 


Hospital Cases Sent to U. S. 


Psychotic patients have to be sent 
to the Morningside Hospital, a private 
psychiatric institution in Portland, 
Oregon, more than 1500 miles away 
from Anchorage. This distance virtu- 
ally precludes visits from the families 
of patients. Often all the hospital 
has, except from the patient himself, 


is the information which accompanies 
him on his commitment papers. 

Our friend the public health nurse 
steps into this breach also. The Men- 
tal Health Section has set up a system 
for collaborating with the hospital 
and supplying needed information 
when it can be obtained either 
through the services of the nurse in 
the patient’s area or by appointment 
with our air-borne clinic when it visits. 
An off-shoot of this program has been 
the establishment in the main office 
of a case register of patients in the 
territory. 

But the most important service the 
public health nurse renders the mental 
health section is her help in our 
follow-up program, also in collabora- 
tion with the hospital. We notify her 
when a patient’s return is anticipated 
so that she may look into his home 
situation and forward her observations 
to us for the hospital. In areas where 
our teams do not visit, we ask her to 
see the patient and his family at least 
three times a year, and to send reports 
to us. The nurses often write in with 
questions about things they have 
noted, and we reply with comments 
and suggestions. This year we con- 
ducted workshops with some of the 
nurses, and spent two days discussing 
this follow-up program. 

With the passing of the Alaska 
Mental Health Act by Congress, we 
will be engaged in creating some hos- 
pital facilities within the Territory 
itself. Commitment legislation will 
have to be drafted and passed. Plans 
will have to be made and a compre- 
hensive mental health program can be 
started almost from scratch. It is a 
fascinating project, almost unique in 
that a new program can be developed 
for a large area, and not involve a 
continuation of a system and of hos- 
pitals started 150 years ago. One thing, 
we think, is almost certain—the flying 
mental health clinics are here to stay 
for some time yet. 
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No. 6A in a Series on Mental Hospital Administration* 


PSYCHIATRIC SOCIAL WORK TRAINING 


By ROBERT H. ISRAEL, M.D., Superintendent 
and NELSON A. JOHNSON, M.S.W., Social Service Director 


Warren State Hospital, Pennsylvania 


MoM“ REMAINS to be learned as to the best academic 
courses and the best clinical experiences which can 
be offered to social work students. One thing, however, 
is certain: the state hospital, which must accept all 
legally committed patients, regardless of financial situa- 
tion, age, criminal involvement, severity of illness, intel- 
lectual level or willingness to cooperate, is one of the 
soundest and richest centers of field training for the 
social work student. 

The endless thousands of patients are accompanied by 
an infinite variety of social and family situations. 
Financial dilemmas, child guidance problems, employ- 
ment difficulties, marital worries—all will be seen in the 
admission service of the public mental hospital. Just as 
psychiatry has long regarded the patient in relationship 
to his environment, the student social worker in a state 
hospital will also learn that the patient, his family, his 
job and his community are inseparable parts of his total 
problem. Adequately supervised, the student should 
leave the state hospital equipped to serve in practically 
any social agency. 

Some social work schools assign a faculty member to 
the hospital for the specific job of supervising a student 
unit. More common is the plan favored by the present 
authors—supervision by a member of the hospital’s own 
social service staff, provided of course that such a super- 
visor is himself professionally qualified. The supervisor 
schedules at least one hour per week for an individual 
conference with each student, in addition to many other 
brief consultations in which direction is given about the 
handling of specific problems. Supervision and orienta- 
tion are also supplied in weekly group meetings of the 
social service department, at which the department’s pro- 
gram and policies are reviewed. 

In addition to the supervision supplied by the social 
service staff, the student should have frequent discussions 


*In the May 1956 issue of MENTAL HOSPITALS, 
Dr. Francis J. Braceland wrote on Psychiatric Residency 
Training as one aspect of “The organization, staffing, 
management and control of educational programs,” 
which appeared as Number 6 in the Series. Starting 
with the above article on social work training, articles 
on other types of educational programs in mental hos- 
pitals will be published as components of topic 
Number 6. 


with members of the resident and permanent medical 
staff. In these discussions the student tells the physician 
about his work with the patients and families assigned 
to him and seeks advice as to the joint medical-social 
approach to each problem. Such discussions have inesti- 
mable learning value to both the resident psychiatrist 
and the social worker. Joint decisions are reached as to 
whether further social studies are needed about the new 
patient, whether additional pre-discharge planning 
should be undertaken for the improved patient, whether 
post-hospital services should be offered. 

The student has the right to expect certain experi- 
ences which he will learn to handle under the direction 
of his supervisor. Such experiences include observing 
the infinite variety of symptoms in the common mental 
disorders, and the various reactions among the families 
of patients during this emotion-fraught crisis; observing 
the medical and social evaluation of each patient’s dis- 
ability or improvement; working with other professional 
people—psychiatrists, psychologists, nurses and all the 
auxiliary workers; working with patients and their 
families during the patient’s hospital life; dealing with 
all types of community agencies—physicians, employers, 
health, child or family agencies, rehabilitation bureaus; 
doing individual and group case work; speaking to com- 
munity groups, taking part in panel discussions, guiding 
tours through the hospital and so on. Outpatient work 
is desirable if the hospital maintains a clinic, to gain 
experience in the follow-up service, diagnostic and thera- 
peutic services to adults and children and child guidance 
services. Social work students can also be profitably 
employed in examining the case records of the hospital 
from a research and study point of view. 

To achieve these goals, the authors favor the “block” 
plan of placement, in which the graduate student spends 
a number of months as a full-time member of the hos- 
pital’s social service department. The permanent staff 
accepts the full-time student more willingly than the stu- 
dent who seems an outsider simply because he is not 
there much of the time while the work of the hospital 
flows endlessly on. The student in turn feels more 
accepted and consequently more sure of himself. Full- 
time placement means that the student can participate 
in all hospital lectures, meetings and other training situa- 
tions, while the part-time student on the “concurrent 
plan” (i.e. working at the hospital only two or three 
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davs a week and spending the rest of his time in school) 
misses many of these advantages. The full-time student 
cai be sure of keeping appointments with the families 
with whom he is working, whereas the part-time student 
sin ply has to miss some such appointments. 

We also frown upon limiting the students’ assign- 
ments to a very few cases. We agree that the student 
should be given perhaps three or five cases in which he 
will maintain sustained and prolonged contact with the 
patient and his family. In this sustained work the stu- 
dent should follow the patient from his admission 
through his entire hospitalization including the pre-leave 
planning and the post-hospital phase. But in addition 
to these sustained assignments, which would perhaps 
consume ten hours a week, the student should also have 
the opportunity to learn as much as he can from the 
broad variety of experiences the hospital can offer. 

For example, he may be assigned many single inter- 
views in each of the phases of patients’ hospital lives: 
a considerable number of history interviews about new 
patients; single pre-discharge interviews with many indi- 
vidual patients; and single interviews with a considerable 
number of patients with prolonged hospitalization. 
Sustained work with the few patients will teach the 
student a great deal about those few cases; the mass of 


single interviews with many other patients will teach 
him at least a little bit about each of those situations. 
The intensive assignments may teach him much about 
one particular schizophrenic patient; the many brief 
assignments may teach him much about the infinite 
variety seen in schizophrenia, or in all the other mental 
illnesses. 

The student should make use of his field training to 
accumulate realistic practice with social work situations 
as they actually occur in many dozens of cases. The 
greater the number and variety of these short-term indi- 
vidual experiences, the more meaning he will derive 
from the classroom theory with which he has been so 
long occupied. 

Our views are based on experience with both block 
and concurrent plans, and with limited case-work and 
diversified experiences in training. We feel that the 
“block plan,” full-time student, who has experienced all 
the situations the hospital can offer, will leave his train- 
ing with a wealth of experience and with confidence 
about the skills he has developed or sharpened; we 
regard with definite reservations the ability of students 
who have been part-time and limited to half a dozen 
cases to step into positions of mature responsibility in 
social work. 


THE ONLY INNOCENT PASSION 


“Music,” said Alfred Hunt, “is the medicine of the 
breaking heart.” We who operate refuges for breaking 
hearts make much use of music—and might make more. 


By Dr. Whatsisname 


A survey by Myrtle Fish Thompson shows that 200 
public mental hospitals are using music—but in many 
different ways. Music is used for church services, for 
patients’ dances, and as recreation. In some places it is 
piped into the hospital dining room as an antidote to the 
clatter of silver and dishes. There are doctors who 
never turn on the e.c.t. switch or let the patient come 
out of insulin coma unless there is music in the back- 
ground—a sweet and pleasant way to drift back into 
reality. To the administrator, the music program may 
be a vehicle for extending the hospital into the com- 
munity around him. 

But most intriguing is music as psychotherapy. As 
Mazzini said, “Music is the echo of the invisible world.” 
Who but we deal with so many people with one foot in 
an invisible world? The hostile patient can discharge 
hostility through music; to the exhibitionist music is a 
vehicle for self-esteem; rhythm bands have long been 
used to loosen up the tense patient. 

The very word “chorus” is a synonym for the “living 
and working together” which is the aim of all therapy. 
Nothing like being part of an orchestra to learn how to 
work with others, and what manic patient would refuse 
to be Master of Ceremonies at a music circus? 


The influence of music on mood has been known for a 
millenium. Music builds morale, evokes childhood 
memories, and may—who knows?—provide some kind of 
wedge into the unconscious. Music is a language, a 
language of praise and hope. And, as Sydney Smith says, 
music is the only innocent passion. 

Let’s exploit it usefully and avoid the isms! 
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A. P. A. to Publish Spanish 
Edition of Newsletter 


An edition of the A.P.A. Newsletter 
in Spanish is planned for publication 
this fall by the Central Office of the 
American Psychiatric Association. It 
will be distributed to interested col- 
leagues throughout the Spanish- 
speaking countries of the world in an 
attempt to broaden and strengthen 
professional ties with psychiatrists in 
these countries. The project was 
authorized by the Council of the 
A.P.A, in April 1956 on a one-year 
trial basis and funds were appro- 
priated for the purpose. 

In recent years the Association has 
extended its membership area to in- 
clude Mexico, Central America and 
the Caribbean countries, and mutual 
interests with other Latin American 
countries have been increasing notice- 
ably. This is demonstrated by the 
growing number of Corresponding 
Fellows among our South-American 
colleagues, an increased amount of 
professional correspondence with 
these areas by the Central Office, and 
the number of psychiatrists visiting 
both here and abroad. Because of 
geographical problems and language 
differences, professional communica- 
tions throughout the Western Hemi- 
sphere have been somewhat limited to 
formal mediums. Now, however, it 
seems feasible to establish communica- 
tions of a more informal nature to 
keep colleagues abreast of develop- 
ments and events of interest in other 
areas. 

The response to an inquiry made by 
the Medical Director to all Corre- 
sponding Fellows in these areas indi- 
cates that the Spanish Newsletter will 
be well received. Brazil alone sub- 
mitted the names of 300 psychiatrists 
as prospective recipients of the publi- 
cation. 

The Pan-American Sanitary Bureau, 
which is located in Washington and 
serves as the World Health Organiza- 
tion Regional Office for the Americas, 
has been asked by the Surgeon General 
of the U. S. Public Health Service 
to lend assistance when requested. 
Other organizations, both govern- 
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mental and private, have expressed 
their interest in the project. 

The format of the Spanish News- 
letter will be quite different from that 
of the regular edition. Material will 
be selected primarily for international 
interest; all accounts will include 
more details than have been custom- 
ary, and abbreviations will be kept 
to a minimum. The edition will be 
printed on airmail paper to facilitate 
mailing. 

A second issue will be released 
later in the year and future issues 
will be printed in accordance with 
available material and the amount of 
interest displayed following the first, 
experimental issue. 


Supplementary Mailing 
for October 


The Supplementary Mailing for 
the month of October will consist of 
three separate documents—two_bib- 
liographies prepared by the Archi- 
tectural Study Project, and a revised 
Loan Library List. 

One of the bibliographies recom- 
mends basic material relating di- 
rectly or indirectly to hospital plan- 
ning and construction. The material 
is listed under the following head- 
ings: Standards: Mental Hospitals 
(Planning and Design); Psychiatric 
Services in General Hospitals; Gen- 
eral Planning and Background Infor- 
mation; and Architectural Publica- 
tions. 

The other bibliography is a de- 
tailed reading list on Residential 
Units and other facilities for children. 
The material is listed by the authors’ 
names. The material listed is not 
available from Mental Hospital Serv- 
ice unless one of its own publications. 

The revised Loan Library List now 
includes 80 titles, many of which have 
been added during the past three or 
four months. Books are available on 
two weeks’ loan under the following 
categories: Ward Manuals and Train- 
ing Outlines; O.T. & R.T. Adjunc- 
tive Therapies; Medical Records and 
Administrative Procedures; Mental 


Deficiency and Miscellaneous. These 
will be available from Mental Hos- 
pital Service. 


Food Cost Study Available 
from M.H.S. 


Copies of a study of costs of food 
and of dietary equipment in six states 
—California, Colorado, Kansas, Massa- 
chusetts, Pennsylvania and Tennessee 
—are available on request from Men- 
tal Hospital Service. 

Please send 15¢ for each copy re- 
quested to cover postage and handling 
costs. 

Fifty-five hospitals in these six states 
reported that during their most re- 
cent fiscal year they had spent $30,- 
687,000 on “raw food”.* Included in 
this total was over 214 million dollars 
worth in Government surpluses and 
over 614 million dollars worth of food 
produced on hospital farms. (Both 
these figures are estimated at the cur- 
rent market prices.) 

Of the over 21 million dollars spent 
for food purchases in the market, the 
largest single category was meat and 
fish, which cost $4,355,000. Fresh 
fruits and vegetables accounted for 
$1,247,500, while $1,378,000 was spent 
for processed fruit and vegetables. 
Well over $3,000,000 was spent by the 
hospitals questioned for staple gro- 
ceries. Cereals cost nearly half a mil- 
lion dollars, and “others”—a miscella- 
neous category—cost $750,000. 

On the basis of this report, the over- 
all annual food figure per patient was 
$174. State figures ranged from 
$142.83 to $208.51 per patient. These 
figures may be slightly distorted, how- 
ever, because the number of em- 
ployees eating in the hospitals varies 
considerably. Whereas one hospital 
reported that it serves 100°% of its 
employees with three meals a day, 
the overall figure indicates that in all 
the hospitals, less than one half meal 
per day is served per employee. This 
information supports the theory that 
there is a considerable trend toward 
hospital employees eating and living 
away from the hospital grounds. 


*Includes the following categories: 
Meat and Fish; Dairy Products; Fresh 
fruit and vegetables; Processed fruit 
and vegetables; Staple Groceries; Ce- 
reals; Others. 
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PUBLICATIONS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


Standard Reference Works 
Diagnostic and Statistical Manual, Mental Disorders . . . prepared by the Committee on Nomenclature and Statistics of the 


American Psychiatric Association, 1952. $1.50 
Standards for Psychiatric Hospitals and Clinics, 1956 Revision: for Public and Private Psychiatric Hospitals, Psychiatric Units in 
General Hospitals and Hospitals & Schools for the Mentally Defective. 75¢ 

A Descriptive Directory of Psychiatric Training in the United States and Canada, 1955. $2.00 


Special Conference Reports 
Psychiatry and Medical Education . . . Report of the 1951 conference on Psychiatric Education held at Cornell University, 


organized and conducted by the A.P.A., and the Association of American Medical Colleges, 164 pp., cloth, 1952. $1.00 
The Psychiatrist - - His Training and Development . . . A substantive report of the 1952 Conference on Psychiatric Education, and 

a companion volume to “Psychiatry and Medical Education.” $2.50 
Psychodynamics—Chapter 2 from the book “The Psychiatrist, His Training and Development.” 50¢ 
Psychiatric Research Reports +1 $2.00 
Psychiatric Research Reports +2 $2.00 
Psychiatric Research Reports +3 f $2.00 
Psychiatric Research Reports +4 $2.00 
Psychiatric Research Reports +5 $2.00 
Design for Therapy . . . an investigation into the possibilities of collaboration between psychiatrists and architects in developing 

basic information for mental hospital design, construction, and equipment, 1952. $1.25 


Psychiatry, The Press and the Public . . . A substantive account of the 1955 Conference on Special Problems of Communicating 
Psychiatric Subject Matter to the Public. $1.00 


Special Committee & Survey Reports 


Psychological First Aid in Community Disasters 35¢ 
Disaster Fatigue 35¢ 
Training Schools for Delinquent Children . . . a guide to planning with particular reference to clinical facilities, prepared by 
a special committee of the A.P.A., 1952. 25¢ 
Psychiatric Nursing Personnel . . . compiled by the nursing consultant to the Committee on Psychiatric Nursing of the A.P.A., 
1950. 60¢ 
Psychiatric Nursing Consultation: Report of the Institute for Nursing Consultants in Psychiatry, 1954. 50¢ 
Recreational Trends in North American Mental Institutions . . . by Daniel Blain, M.D., and Pat Vosburgh. 25¢ 
Outline for a Curriculum for Teaching Psychiatry in Medical Schools. 25¢ 


Proceedings of the Mental Hospital Institutes 


Better Care in Mental Hospitals (1949) $2.00 
Mental Hospitals—1950 $2.00 
Working Programs in Mental Hospitals (1951) $2.00 
Steps Forward in Mental Hospitals (1952) $2.00 
Progress and Problems in Mental Hospitals (1953) $2.00 
The Psychiatric Hospital: A Community Resource (1954) $2.00 
Patient Participation & Freedom (1955) 50¢ 
(discount for quantity) 
Miscellaneous 
Mental Hospitals (1855 Special Issue) 50¢ 
(discount for quantity) 
Group Therapy in the Mental Hospital, by Jerome D. Frank, M.D. 50¢ 


(discount for quantity) 
Prices include regular channels, except to countries abroad. Please allow at least 15 to 20 days for delivery. 
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Forming Successful Relationships 


Veterans Administration Center, Waco, Texas 


GURPRISINGLY LITTLE has been 

written on the important subject 
of forming successful relationships 
with patients. Many factors enter 
into a successful relationship, some 
too amorphous to be defined. Some 
are even controversial, as everyone 
dves not have the same personality, 
the same background and approach, 
similar beliefs, attitudes and traits. 

We consider ten factors to be vitally 
important in forming and maintain- 
ing a favorable relationship with pa- 
tients. These factors are not neces- 
sarily listed in order of their impor- 
tance. There will be some overlap- 
ping and probably some contradic- 
tions. These attributes might be 
compared to religious goals, in that 
we strive for them but probably never 
entirely attain them. 


Ten Vital Factors 


Understanding: To work and asso- 
ciate successfully with individuals 
who have emotional disorders it is 
necessary to have some understanding 
of mental illness and the dynamics 
of human behavior. This does not 
mean that everyone has to be an au- 
thority on emotional disorder, but 
only that he should have some knowl- 
edge or concept of the classification 
of mental disease, mental mechanisms, 
symptom formation and some idea of 
why the patient behaves this way or 
that way. 

Understanding the patient’s con- 
flicts, problems, experiences and 
physical state is a big step toward 
forming a satisfactory relationship. 
For instance, a withdrawn, seclusive 
catatonic does desire to socialize, but 
by the mental mechanism of denial 
he is not permitted to do so. The 
catatonic appreciates your interest in 
him, even though he may not give 
you much recognition while in his 
catatonic state. Many times when a 
catatonic has gone into remission he 
has told me how he appreciated my 
asking him how he felt, or making 
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with Patients 


By ROBERT B. McELROY, M.D., Chief 
Acute Intensive Treatment Service 


some neutral remarks to him on ward 
rounds, and how he looked forward 
to the time of ward rounds, although 
he could not acknowledge my remarks 
while he was in the catatonic stupor. 
A catatonic patient is not out of con- 
tact with his surroundings. When he 
goes into remission he will be able 
to give a detailed account of what oc- 
curred during his catatonic episode. 
Most schizophrenics appreciate any 
interest shown in them though their 
difficulty with interpersonal relations 
is a major problem. Interest in the 
patient and assistance in establishing 
a friendly interpersonal relationship 
will lead to his improvement. 

Patients with depressive reactions 
and dependent persons require a more 
positive, firm, advisory or authorita- 
tive approach for a successful rela- 
tionship, but should this type of ap- 
proach be used on a paranoid person, 
you are likely to be in trouble. With 
the paranoids it is far better to lis- 
ten, make only neutral remarks and 
serve as a sounding board. This atti- 
tude plus your understanding of the 
paranoid prevents you from becoming 
involved in his paranoid delusional 
system. 

The same approach cannot be used 
for every type of mental disorder. 
Not only is it important to have some 
understanding of the patient but some 
understanding of yourself. If you 
know something of the mechanisms 
of your own personality, some of your 
own basic emotional needs and some 
of your blind spots, you will be more 
apt to be aware or more able to di- 
rect your relationship or attitude with 
the patient. For instance, if you are 
aware that you are becoming too 
closely identified with the patient, 
you will know that intelligent plan- 
ning and action in the case is likely 
to be impaired. The more under- 
standing you have of the patient, the 
better the relationship you can estab- 
lish. Always remember that his first 
impression of you is significant to the 


establishment of a good continuing 
relationship. 

Ventilation—Listen: If the patient 
wants to talk, let him talk. He will 
be able to release pent-up feelings, 
feel less separated from society, and 
be able to form interpersonal relations 
by verbalizing. He will have a more 
objective attitude toward his problems 
and there will be less guilt feeling. 
Sometimes you may guide his conver- 
sation or channel it to more suitable 
topics thus directing his attention 
from his symptoms or psychotic idea- 
tion. 

While we are talking about success- 
ful relationships and not psychother- 
apy, good psychotherapy nevertheless 
is primarily listening. Maintaining a 
successful relationship is closely akin 
to practicing psychotherapy. 

It is an important psychiatric prin- 
ciple never to become involved in an 
argument with a patient. Argument 
accomplishes little and never improves 
the relationship. If the patient talks 
and you listen, there will be no argu- 
ment, and more can be accomplished 
if he does most of the talking, even 
if he must be encouraged to talk. 

Neither is there much to gain by 
criticism and advice. The patient 
wants to tell you his troubles; he does 
not want to hear yours. When he sees 
the doctor, he does not want to listen 
to the doctor; he wants the doctor to 
listen to him. 

Reassurance: Reassurance when 
needed does much for a firm relation- 
ship. A neurotic who is concerned 
over becoming insane or has a fear 
of some serious physical disability, 
such as heart disease or cancer, feels 
better when emphatically assured that 
he is not insane or is in good physical 
condition. It is easy to assure a pa- 
tient that he is doing better, or he 
looks good today or he will have bet- 
ter days. A patient in the office may 
confide his feelings of guilt or unac- 
ceptable thoughts of sex, thoughts of 
harming a loved one or thoughts of 
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suiide. Your relationship is im- 
proved when you assure him these 
thoughts are not uncommon, or he 
has demonstrated his control over 
them and has not performed such acts, 
or that we will be able to help him. 

Many times the patient initially 
considers the hospital as a_ hostile 
environment. Here the chaplain may 
lend a hand in creating a favorable 
hospital relationship for him, and by 
acting in an intelligent and under- 
standing manner give the patient 
moral support and reassurance. In 
many instances the chaplain, by giv- 
ing support and reassurance, is able 
to establish a relationship superior to 
that which can be established by any- 
one else. 

Interest: Interest in the patient must 
be genuine to gain his respect. A 
favorable relationship does not last 
long if the patient does not consider 
your interest sincere. He must be 
taken seriously and be treated as an 
equal, with due consideration for his 
opinions and statements. He should 
feel that he and his problems are im- 
portant. To accomplish this you must 
have and demonstrate a sincere inter- 
est in him and respect his dignities as 
an individual and a patient. Lack of 
interest makes him feel forgotten and 
unaided. Many times improvement in 
the emotional state of a patient may 
be attributed primarily to the interest 
which employees have shown in him. 

Honesty: You must be honest and 
sincere with the patient to command 
his respect and maintain a successful 
relationship with him. Deceit breeds 
a poor relationship. Occasionally a 
relative will bring a patient to the 
hospital under false pretenses, per- 
haps saying that he is being brought 
for a check-up, then leave him and 
run. You know what happens to their 
relationship. 

Do not make promises to the pa- 
tient if you have no intention of ful- 
filling them. When he makes an un- 
reasonable request or one that you 
cannot fulfill, do not commit yourself 
as approving of it. It is wiser to give 
an honest No, or ignore the request 
and give no answer, or to be indefinite 
and say that the request will be con- 
sidered. When advisable, explain why 
the request cannot be granted. 

Composure: Do not be afraid to 
associate or mingle with the patients; 
most of them appreciate your interest. 


Fear and anxiety are contagious and 
will spread from you to the patient 
and impair your relationship. It is 
not advocated that you approach or 
associate with a violent, disturbed 
case unaccompanied or call for a dis- 
turbed patient to interview in your 
office. When faced by an acutely dis- 
turbed case, use common sense and 
see that you have assistance from oth- 
ers. Your relationship with disturbed 
patients will be better if you are out- 
wardly calm and composed (although 
perhaps you are rather excited inside) . 
Regardless of the emotional state of 
the patient, gaze directly into his eyes 
and try to appear calm and collected. 
Composure is valuable too in the em- 
barrassing situations that sometimes 
develop in dealing with the mentally 
ill. 

Tact: If you are tactful, you will be 
able to bring about a friendly, success- 
ful relationship. Tact covers many 
things. It is the ability to do or say 
the right thing at the right time. It is 
skill and smoothness in dealing with 
people and situations. It includes flex- 
ibility and the ability to be sympa- 


thetic, neutral, firm, informal, author- 
itative or whatever the situation de- 
mands. Kindness, sympathy and con- 
sideration of the patient’s needs are 
ingredients. The art of practicing 
medicine, and especially perhaps psy- 
chiatry, is in a large measure tact. 

Permissiveness: In general, the en- 
tire atmosphere of the hospital should 
be one of permissiveness and tolerance. 

Cooperation: It is important to co- 
operate with the patient and attend 
to his needs. It is equally important 
to cooperate with his relatives and 
attend to their needs. If you do not 
have a good relationship with the re- 
latives, you will not have one with the 
patient and vice versa. Tensions be- 
tween hospital personnel should be 
reconciled. These tensions have an 
adverse effect on the patient. 

Patience: Do not become discour- 
aged when a patient does not improve 
as rapidly as you wish. Remember 
that improvement is not on a straight 
line, but a fluctuating process, so 
maintain patience, fortitude and en- 
thusiasm. Keep your chin up and 
avoid discouragement. 


For Samples, without Obligation: 
ITHE H. R. NICHOLSON CO. 
yr & Oakleaf Aves. 
Baltimore 15, Maryland 
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Nebraska Patients Present 
Puppet Musical Show 


A puppet operetta “Memories of 
the South” was presented last April 
by patients of the Norfolk (Nebr.) 
State Hospital. The one hour and 
forty minute show was presented twice 
for patient audiences, twice for the 
public and once for the Norfolk Wom- 
an’s Club. The production was 
directed by Mrs. Lois E. Young, who 
is celebrating her 25th year as Director 
of Recreation and Music at the hos- 
pital. 

The hospital has presented an an- 
nual musical show for the public for 
many years, as a community relations 
gesture. In time the musicals have 
become very popular and usually play 
to capacity audiences. Puppetry was 
first attempted several years ago, and 
Mrs. Young is enthusiastic both about 
its entertainment and therapeutic 
value. 

“Memories of the South” required 
four months of preparation and the 
services of over 75 patients. During 
the five weeks of actual rehearsal pre- 
ceding the performances, nine pa- 
tients in the cast were returned to 
their homes and recreation aides were 
used as understudies. Each of the 
melodrama’s eight characters called 
for three cast members—a speaking 
voice, a vocalist and a puppeteer. 
Other patients assisted in making the 
puppets, costumes and scenery, and 
served as stagehands and ushers. 
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Backstage view of performers 


Difficult work on the puppets, 
which measured 24 inches in height, 
was handled by the wood shop of the 
Occupational Therapy Department, 
which also made the twelve-by-four 
foot stage. 


Aged Patients Helped 
to Help Each Other 


In an attack against ward apathy 
among patients in the geriatrics re- 
search project at Napa (Calif.) State 
Hospital, the patients are divided into 
three groups according to their ability 
to participate. A ward technician 
working under the direction of the 
ward psychiatrist and the recreational 
therapist lead each group. 

Group one, those with less organic 
disease and with ground privileges, 
are given handicraft work. They are 
encouraged to assist the intermediate 
group who have games to the accom- 
paniment of selected musical record- 
ings. Those who respond are, in turn, 
encouraged to help with group three, 
the least active. These latter patients 
are given a series of simple rhythm 
exercises done to recordings of primi- 
tive basic rhythm. 

It is hoped that these patients may 
become a self-governing body that 
will furnish its own leadership. Since 
knowledge that they are helping oth- 
ers actually helps the patients, possi- 
bly the less active ones will graduate 


to more active programs. 


DAY BY DAY 


Maximum Security Patients 
Operate Own Library 


Because of considerable patient in- 
terest, a branch library was established 
in the maximum security building 
of the New Jersey State Hospital at 
Trenton in 1955. A section of the 
recreation room was fixed up with 
shelves, tables, and comfortable chairs. 
Over 400 books and a wide variety of 
periodicals were purchased. 

A patient acts as librarian, working 
under the supervision of the hospital 
librarian. Rules governing conduct in 
the library and the handling of books 
have been established largely by pa- 
tients and are seldom violated. 
Marked interest has been shown in 
educational texts on mechanics, 
mathematics, physics, business man- 
agement, English literature, history, 
grammar, and language. 

Groups of 20 to 35 patients go to the 
library each day, making up an aver- 
age monthly attendance of 175 out of 
about 270 patients well enough to 
use the library. Plans are under way 
for expansion of the facilities. 


JOSEPH M. TOBIN, M.D. 
Asst. Clinical Director 


Student Council Active 
at Training School 


The Parsons (Kans.) State Train- 
ing School has had an actively func- 
tioning student council for two years. 
Representatives are elected from each 
cottage to sit on the council. Officers 
are elected by the representatives. Be- 
sides bringing up student problems 
and handling recommendations from 
the student safety council, the students 
are participating in self-government 
and learning democratic processes. 

Real problems are presented to the 
staff by the council, and quite often 
solutions are found to the difficulties 
that arise. For instance, the council 
decided that it would help the stu- 
dents be more prompt if a clock could 
be placed in the dayrooms of each 
cottage. The staff adviser took the 
matter to staff meeting, and clocks 
were ordered for the cottages. 


HOWARD V. BAIR, M.D. 
Superintendent 
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Group Therapy and O.T. Combined 


To Interest Withdrawn Women Patients 


By R. C. ANDERSON, M.D., Manager 
Winter VA Hospital, Topeka, Kansas 


THERAPEUTIC NECESSITY com- 

pelled us to devise a new approach 
to withdrawn, chronically ill women 
patients in our hospital. Group psy- 
chotherapy and _ individually pre- 
scribed occupational therapy had been 
tried with little success. Then we de- 
cided to try a combination of group 
psychotherapy and group occupation- 
al therapy, within the framework of 
social clubs in the O.T. Department. 

Seventeen women from the closed 
wards were selected on recommenda- 
tions from their ward physicians to 
form the first project club. Shortly 
thereafter a second club was formed 
which was more heterogeneous than 
the first and included several women 
who were more regressed than any in 
the first group. A third club was set 
up for newly admitted patients and 
for women patients who had not previ- 
ously been assigned to O.T. 

Each group is scheduled for a two- 
hour period in the O.T. shop, five days 
a week. On two of these days a resi- 
dent psychiatrist takes charge for an 
hour to conduct a group therapy ses- 
sion based on the club’s project plans. 
The occupational therapist and her 
assistant (an aide assigned to the club 
period) sit in on this session. Each 
week the occupational therapist and 
the resident psychiatrist meet with 
the Chief of the Women’s Section and 
the clinical psychologist, who share 
supervisory responsibility of the 
groups, to discuss the club’s work. 

The women have enjoyed taking 
part in the project groups; only one 
selected for membership has rejected 
it. By working together on a common 
project they develop an interest in 
what they are working on and in each 
other. 

Each group plans its own projects, 
and each member must complete a 
unit of the total output. Although in- 
terdependent activity would be desir- 
able, it was felt that the unit system 
was more feasible with these chronic 
schizophrenic patients, because of 
their varying levels of efficiency. 


The groups usually choose to make 
something for the other patients in 
the hospital or for the clients of 
Topeka social agencies. They have 
made slippers, pajamas and cosmetic 
kits for the women’s disturbed ward, 
and clothing for indigent families 
recommended by the Salvation Army. 
Dolls and doll house furniture have 
been made for the Family Service of 
Topeka. A favorite project, adopted 
by all three groups, has been the 
making of stuffed toys for the children 
at a local orphanage and two day 
nurseries. 

Frequently when a group completes 
a project they hold a party for the re- 
cipients of the items. The club mem- 
bers work out the arrangements for 
these presentation parties, and also for 
their own parties. The first club staged 
a surprise party for the sécond group 
when it was formed, to welcome it into 
existence. It, in turn, did the same for 
the third club. 

The second group also presented a 
variety show for the patients and staff 
on the Women’s Section. Another 
group varies its schedule with a half- 
hour of music and singing each week, 
led by the music therapist. All three 
clubs have a weekly “P.X. Social” at 
the canteen through the generosity 
of a volunteer service organization. A 
centrally located bulletin board in the 
O.T. shop is covered with letters from 
grateful recipients of the clubs’ efforts, 
photographs taken at their parties, 
and clippings from the hospital news- 
paper concerning their activities. A 
small plot behind the O.T. building 
is used for a gardening project by the 
clubs. 


Project Results Encouraging 


This group occupational therapy 
plan was started in October, 1953. In 
March 1955 we surveyed the patients 
who had taken part, 80 in all. Of the 
46 no longer taking part, 23 had been 
discharged or placed on trial visit (one 
of these had spent 5 years on a closed 
ward). Thirteen had progressed to 


Making stuffed dolls like this one is a 
favorite project of the groups. 


open wards, including one woman 
who had spent a great part of three 
years in seclusion. Seven others had 
been reassigned to individual occupa- 
tional therapy, and three women were 
assigned, respectively, to laundry 
work, to insulin treatment and to a 
disturbed ward. Another woman who 
suffered a relapse and had to be placed 
on a disturbed ward took a turn for 
the better when her. group sent her a 
“get well” card. She was able to rejoin 
them within two weeks. 

Of the 34 women still in the project 
at the time of the survey, 26 were from 
closed wards. Some of them were in- 
capable of joining in the group 
therapy sessions, but would still com- 
municate with their fellow members 
in the shop and would complete their 
units of the project. 

The group approach on the Wom- 
en’s Section has proved to be a valu- 
able stimulus to the professional staff, 
and has led to a higher level of co- 
operation among all concerned. The 
doctor, meeting the patients in the 
easy atmosphere of the occupational 
therapy shop, finds them more acces- 
sible and he is able to form a better 
therapeutic relationship. His contacts 
with the occupational therapist enable 
them to coordinate treatment plans. 
The improved demeanor of the proj- 
ect group members also has its effect 
on the wards where they live. 

As a result of the experience on the 
Women’s Section, similar group meth- 
ods have been adopted on other closed 
wards of the hospital with equally en- 
couraging results. 
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DEPARTMENTS 


Two New Products 
Cut Housekeeping Costs 


Fergus Falls (Minn.) State Hospital 
has found two new housekeeping 
products* to be money-savers. One is 
a highly concentrated detergent which 
affords an initial saving in freight 
costs. The concentrate is mixed at 
the institution with water, water soft- 
ener and a product to give it a pleas- 
ant odor. The completed mixture 
costs about 34¢ a gallon and is used in 
the proportion of one ounce per gal- 
lon of water for cleaning floors. It 
also can be used for washing dishes 
and pots and pans, for shampoos and 
in hand soap dispensers. Since the 
detergent has a vegetable base, rather 
than an animal fat base as soaps do, 
it does not provide a medium for bac- 
teria growth and thus helps to retard 
odors. The odor control factor of the 
mixture can be increased with the ad- 
dition of quantinary ammonium solu- 
tions on wards where urine odors are 
a particular problem. 

The other product is a no-waste 
toilet paper holder. This fixture, 
which costs about $1.10, dispenses 
only three sheets of paper at a time 
and the roll cannot be removed from 
the holder until it is empty. This pre- 
vents patients from clogging the 
toilets with rolls of paper or stringing 
the paper around the room—problems 
with which we had long been plagued. 
We feel that these no-waste holders 
have more than paid for themselves in 
saving paper and repair time. 

ROBERT F. HOFFMAN 
Asst. Superintendent 

* Names and addresses of manufac- 
turers available on request from 
M.H.S. 


Notice Clause Reduces 
Foster Care Emergencies 


A problem frequently arises in fos- 
ter care programs for psychiatric hos- 
pitals when a careholder (sponsor) 
demands that the patient be removed 
from her home immediately. Spring- 
field State Hospital, Sykesville, Md., 
has virtually eliminated such _inci- 
dents by using a “two weeks notice” 
in its printed parole contract with the 
careholder and patient. Both promise 
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in advance to give two weeks notice 
before ending the agreement, except 
in a real emergency. 


This clause also helps the social 
worker to get the careholder to dis- 
cuss her feelings and prepare herself 
for inevitable difficulties. It enables 
the careholder to participate with the 
social worker in the patient’s prog- 
ress and in his use of the placement 
experience. 


The careholder learns that she is 
expected to “stick with” her patient, 
but is not alone in her problems, 
since we provide 24-hour coverage for 
real emergencies. Our careholders 
thus develop confidence in us and in 
our work together. 


V. E. NILSSON 
Supervisor of Foster Care 


State School Opens 
Regional Placement Offices 


During the past five years, Colum- 
bus (Ohio) State School, a 2200-bed in- 
stitution for the mentally defective, 
has placed more than four-fifths of its 
population back into the community 
—either in work placement or in fam- 
ily care. Each of these placements re- 
quired a tremendous amount of social 
service work, both before and after 
placement. Until early 1955 the 
majority of placements were in the 
vicinity of Columbus because of the 
inability to maintain proper super- 
vision in distant cities. Since the ma- 
jority of our patients were from either 
the Cleveland or Cincinnati area, it 
was felt that the extension of social 
services into these communities was a 
necessity. As a result, two regional 
offices were established in April and 
May of 1955, one each in Cleveland 
and Cincinnati. 


At present one psychiatric social 
worker is assigned to each office, which 
is housed in borrowed quarters. Their 
acceptance by the community in sup- 
plying needed services has resulted in 
a search for more permanent quarters. 
Their services include pre-admission 
contact with parents and with other 
social agencies in the community; find- 
ing the proper kind of jobs and homes 
for patients on work placement; assist- 
ing in the integration of the retarded 


person back into the community, in- 
cluding recreational and social adjust- 
ments; supervising trial visits and fam- 


ily care patients; and promoting pub- _ 


lic education regarding the mentally 
defective. 

During a typical month the psy- 
chiatric social worker in one office 
held over 230 interviews: 80 with pa- 
tients; 51 with relatives; 24 with social 
agencies; 72 with family care opera- 
tors; and seven with employers. In 
addition she held six group sessions to 
set up a recreational program for 
working patients in the area. This 
worker is presently responsible for a 
case load of 221, of which 122 are 
active, 

The success of this venture has dem- 
onstrated the need to enlarge the staff 
in each regional office as soon as pos- 
sible. We consider this extension of 
institutional social services into the 
community a vital part of our rehabili- 
tation program. 

W. A. BUTCHER, M.D. 
Superintendent 


Nursing Education Stresses 
Work with Children 


State Hospital South, Blackfoot, 
Idaho, offers instruction in psychiatric 
nursing to students from the five 
schools of nursing in Idaho. When the 
first class from a collegiate school af- 
filiated here about six months ago, a 
plan was worked out so that these stu- 
dents could have their experience 
divided—eleven weeks of basic experi- 
ence and then two more weeks after 
their pediatric affiliation. The second 
period the students spent with our 
hospital’s educational therapist, work- 
ing with the emotionally disturbed 
children. 

After completion of the affiliation, 
a seminar was held at the college with 
students and faculties from both 
schools participating. The students 
felt that being able to return for this 
added experience gave them a much 
broader and meaningful experience. 

Students writing N.L.N. Test Pool 
Examinations in 1955 made their 
highest grades in psychiatric nursing. 

V. V. McLAUGHLIN 
Administrative Assistant 
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Drug Cart Converted 
To Mobile Canteen 
An old drug cart has been made 

into a shop-on-wheels at Fergus Falls 
(Minn.) State Hospital. A selection 
of all items available to patients at 
the hospital’s store is carried on the 
cart to the geriatric wards, for the 
benelit of older patients who cannot 
make the trip to the store’s Main 
Building location. 


N.J. Holds School 
For Dietary Employees 

A School for Instruction in Food 
Practices was held at the New Jersey 
Neuro-Psychiatric Institute, Prince- 
ton, for dietary employees from all 
the state institutions. The school 
consisted of four one-week courses and 
was attended by 46 persons from the 
22 institutions. Their positions range 
from food service supervisors to 
kitchen workers. 

The school was planned to raise 
the food service standards in all the 
institutions, with emphasis on nutri- 
tion, sanitation and efficiency. The 
specific content of each course was 
necessarily varied to meet the needs 
of its participants. The basic curricu- 
lum, however, covered work simpli- 
fication; sanitation and housekeeping 
procedures; use and care of equip- 
ment; food preparation; application 
of food formulas; job breakdown; 
working with other departments, re- 
habilitation of inmate or patient 
population; and fire prevention in the 
kitchen. 

Two days were spent in the Insti- 
tute’s kitchens, preparing and serving 
food according to the procedures 
recommended in the course. 

The course was conducted by a 
dietitian, her assistant, and a kitchen 
supervisor. Specific sessions were 
taught by the hospital’s sanitarian, 
fire-chief, director of nurses and direc- 
tor of social work. 

Every student was given a set of 
mimeographed notes covering the en- 
tire contents of the course to augment 
his classroom notes and provide him 
with permanent, accurate reference 
data. Each course concluded with a 
review and evaluation of the week’s 
work, and diplomas were awarded for 
satisfactory completion of the course. 

ASTA L. PACKARD 
Chief Dietitian 


Sanitation and Efficiency In the Hospital Laundry 


By R. V. GOODMAN, JR. 


Assistant Superintendent, Business Services 
Porterville State Hospital, Calif. 


The Porterville State Hospital (for 
mentally retarded patients) , was dedi- 
cated in May 1953, the first completely 
new state hospital to be built in Cali- 
fornia since 1936. Early planning of 
the hospital’s organization gave an 
opportunity to depart from the cus- 
tomary practice of using patient work- 
ers to man the laundry and other serv- 
ice units. Consequently we became 
the first state hospital in California 
to provide for complete staffing of 
these operations with civil service em- 
ployees. 

Sanitation is of the utmost impor- 
tance in a hospital for retarded pa- 
tients, and we place great emphasis on 
this one factor in our laundry opera- 
tions. Patient workers cannot be ex- 
pected to maintain the degree of hy- 
giene we expect of trained laundry 
personnel. 

The hospital is now operating at 
about 60 per cent of ultimate capacity, 
with 14 additional wards under con- 
truction, and produces a laundry load 
of 51,536 pounds a week. The laun- 
dry operates 7 days a week, with an 
average daily staffing of 14 employees. 
Work schedules are staggered so that 
all employees are productive through- 
out the day and no time is lost be- 
tween processing units. Continuous 
training is carried on by the laundry 
supervisor to put the latest scientific 
techniques into practice and to teach 
everyone as many different jobs as 
possible. Quality work is paramount 
in maintaining an efficient and eco- 
nomical linen service. 


The laundry plant has abundant 
light and ventilation and is decorated 
in restful pastel shades, all of which 
is conducive to good employee mo- 
rale. Its layout flows work in straight- 
line production, with no cross-traffic, 
so that continuous processing is pos- 
sible at the fastest possible speed. 
Major sections are separated by door- 
height partitions to reduce noise and 
interference. 

Equipment is a major part of effi- 
cient operation. Careful planning 
went into the selection and installa- 
tion of fully automatic, self-dumping 


washers, hydraulic extractors, condi- 
tioning tumblers, flat ironers with 
folders, formatic shirt presses and gar- 
ment presses. The capacity was cal- 
culated to exceed normal poundage 
of usual patient population so that 
any unforeseen expansion of popula- 
tion can be accommodated. 


Sanitation Measures 


In order to maintain a high stand- 
ard of sanitation, we have certain set 
procedures for handling soiled and 
clean laundry. Sufficient laundry bags 
are provided each ward for the collec- 
tion of soiled laundry. Heavily soiled 
items are segregated (no attempt is 
made on the ward to remove heavy 
soil) and bagged in specially tagged 
laundry bags which are emptied di- 
rectly into the wash wheel without 
further handling at the laundry. 
Sheets are bundled not to exceed 25 
pounds. 

The soiled linens are transported 
by truck in 16-bushel plasticized ham- 
pers which are used for that purpose 
only; these are sanitized daily after all 
pickups have been made. Pickups be- 

in at 6 a.m. daily, including week- 
ends and holidays, and are completely 
processed the same day. Early han- 
dling prevents deterioriation of linen 
and prolongs its service. 

A minimum of sorting is required 
at the laundry since segregation and 
identification is done on the wards. 

Every care is taken to see that clean 
laundry is kept immaculate. It is 
handled as little as possible, (only by 
clean hands, of course) and stored: in 
plasticized hampers to avoid contami- 
nation. Clean linen storage and cloth- 
ing sorting are done in a room sepa- 
rated from the general production 
area. The clean laundry is returned 
to the wards in baskets topped with 
clean laundry bags. Industrial Ther- 
apy patients assigned to help deliver 
the laundry ride in the cab of the 
truck with the operator. This pre- 
vents any sitting on clean laundry and 
also keeps patients from possibly fall- 
ing off the truck. The linens are de- 
livered directly to the ward linen room 
through a clean area. 
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SYNTHETIC FABRICS—Luxuries or Economies? 


By HUMPHRY OSMOND, M.D., Superintendent 
The Saskatchewan Hospital, Weyburn, Sask., Canada 


The textile chemists have perfected 
a number of synthetic fibres with 
which we are all familiar—nylon, or- 
lon, terylene or dacron—and mixtures 
of these with natural fibres and other 
older synthetic fibres provide us with 
clothing that is far stronger, launders 
better and dries more quickly than the 
natural fibres. 

We have hardly started to explore 
the possibilities of these extraordinary 
fabrics in mental hospitals although 
we need them far more than most 
people. Many articles of clothing can 
be made from them with great advan- 
tage. Nylon or nylon and cotton sheets 
may reduce the strain on our over- 
worked laundries. Brightly colored, 
non-crease, quick-drying bedspreads 
would be gay and long lasting. Nylon 
carpets can be washed and are hugely 
wear-resistant. 

Can we afford these “luxuries”? I 
am convinced from our clothing ex- 
periments at Weyburn that we cannot 
afford to buy the conventional type 
of mental hospital clothing. It is far 
too costly in money, and far more 
important, in patient well-being. Take 
women’s nylon dresses for an example. 
These last from twenty-five to thirty 
times as long as cotton ones, which are 
only a few cents cheaper. One lady 
who destroyed two cotton dresses 
daily, destroyed two nylon dresses in 
a month. We cannot lose. Look at it 
another way. It takes 440 new cotton 
dresses per month to keep up our 
stock of roughly 2,700 dresses. That is 
a monthly replacement rate of 16 dres- 
ses per 100 cotton dresses in stock. For 
nylon dresses, however, little more 
than one nylon dress every two 
months is needed for every 100 dresses 
on the ward. Nylon dresses have been 
used deliberately on wards where the 
destruction was high so that these 
figures minimize rather than exag- 
gerate their lasting qualities. 

Consider socks. Until recently the 
holing and shrinking of wool and 
cotton socks was an insoluble prob- 
lem. We bought 120 pairs of all-nylon 
heavy work socks. A careful experi- 
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ment on one ward showed that after 
seven months, 6 of the nylon socks 
have small flaws in them but are still 
wearable. In the same period the orig- 
inal 200 pairs of standard wool and 
cotton socks have had to be replaced 
almost three and a half times, 694 
pairs having become unwearable and 
completely worn out. The original 
cost difference is again negligible. Ny- 
Jon socks are 58¢ a pair and the others 
50¢. 

A careful check has been made to 
see that nylon socks do not produce 
allergies or sore feet. None has been 
seen. This bears out Lea’s work which 
shows that allergy is very infrequent 
in schizophrenia.* 

The superiority of the nylon socks 
is obvious. I hope that a stretchy sock 
of this type soon will be available to 
reduce our need to have many sizes 
in stock. We hope in the immediate 
future to give our patients a much 
better sock service and to eliminate 
1nost mending. 

Nylon dresses are still crude. Manu- 
facturers, impressed by the gunnysack- 
like clothing in which mental hospi- 
tals have been accustomed to dress 
their patients, have not yet learned to 
combine strength and style. But if we 
ask them to do so, I do not doubt that 
they will oblige. It’s only a matter of 
creating a large enough demand and 
letting them understand our difficul- 
ties. There is no reason why the men- 
tally ill should not be attractively 
dressed, however ill they may be. 
While this might not in itself prevent 
grave regression and disorganization, 
the fact that fine clothing is provided 
regardless of the patient’s anti-social 
ways symbolizes a kindly outlook and 
awareness of his needs. 

First, of course, we must educate 
ourselves in the matter of costs. My 
experience suggests strongly that ini- 
tial cost of a particular garment is 
not important to the purchasing de- 


*Lea, A. J. “Adrenochrome as the Cause 
for Schizophrenia; Investigation of some de- 
ductions from this hypothesis.” Jnl. Mental 
Science. Vol. 101, No. 424, July, 1955. 


partment of a mental hospital. We 
can easily afford to pay well for gar. 
ments which come up to our specifica 
tions of looking handsome and lasting 
long and maintaining their appear 
ance in the abnormal institutional 
living. 

Cheap, ugly, ill-designed stuff harms 
our patients and is a waste of money, 
We must banish drab institutional 
clothing and introduce specially de 
signed dresses, suits, shirts, ties, socks, 
stockings, underwear, etc., which, 
while meeting the needs of our pa 
tients, will remain good to look at and 
pleasant to touch. We require normal 
clothes with twice the strength and at 
least five times the wear. I believe that 
if we ask for them we will get them. 
We must make ourselves heard and 
give the manufacturers a strong mo- 
tive to oblige us in the case of our 
needs. We have, after all, about 800, 
000 potential customers for them. 

I do not suggest that better clothing 
alone will change mental hospitals. 
Properly planned treatment and re- 
ablement programs are essential. Here, 
however, is one way in which improve- 
ment in our patients’ well-being and 
self-respect can be made quickly and 
cheaply with no more effort than a 
little imaginative understanding. 


Reports from Elsewhere 
on the Use of Synthetic Fabrics 


Eastern State Hospital, Williamsburg, 
Va.: Dresses made of nylon and similar 
synthetic fabrics have been tested at 
Eastern State Hospital for the past 25 
months. They were purchased for the 
use of regressed and disturbed women 
patients who were in the habit of 
tearing their clothing. 

The dresses are of attractive design 
and are available in a nice selection 
of quietly colored patterns on white 
backgrounds. They are so constructed 
that the seams interlock to provide 
double stitching and special reinforce- 
ment at points of stress. They are 
fitted by means of elasticized waistlines 
or inconspicuously placed gripper 
snaps. We have found that dresses 
which close in the back are the most 
satisfactory, and 639 of the 819 gar- 
ments purchased since June 1955 are 
of that type. 

The sturdy construction of the 
dresses makes it impossible for pa- 


tients to tear them except by cutting 
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or picking out the individual threads. 
Higlily destructive patients may at 
times try to do this, but seldom is there 
evidence of anger or frustration be- 
cause of clothing. All patients should 
be carefully observed for skin re- 
actions when these dresses are first 
worn, however, because some persons 
are allergic to synthetic materials. 

With few fastening devices, these 
dresses are easy to put on and simple 
to launder on the ward or in the hos- 
pital laundry. The usual detergents 
do not take color out of the fabric, 
lower its strength or affect the elas- 
ticity. As with other fabrics, the 
action of urine can be minimized by 
plunging the garment into cold water 
as soon as it is soiled. 

Purchased in quantities, the dresses 
closing in back cost $3.75 each—about 
twice as much as a lightweight cotton 
dress made in the hospital’s sewing 
room and approximately one dollar 
more than dresses of heavy cotton 
material. In our experience, however, 
these dresses have proved to be quite 
economical when their initial cost is 
distributed over the extra months of 
wear they give. 

ALICE W. HARRIS, R.N. 
Superintendent of Nurses 


Fergus Falls State Hospital, Minne- 
sota: We have used nylon, dacron, 
and orlon dresses for about three 
years, and find that they outlast cot- 
ton ones by at least six times. This 
figure is based on the use of the dresses 
on our disturbed wards, where often a 
single patient would destroy five or 
more cotton dresses a month. We 
have had only two of the nylon dresses 
destroyed by tearing. 

We also use synthetic-fibre socks 
for men and women, and they have 
proved practically indestructible com- 
pared with cotton socks, which last an 
average of three months. 

Because of the ease with which 
these fabrics can be laundered, many 
patients are able to wash out their 
own clothes, and as a result they take 
particular pride in their personal ap- 
pearance. 

Special care must be taken when 
the garments are done in the hospital 
laundry, but this is not a problem 
when a sufficient quantity is handled 
and a short wash cycle and a mild de- 
tergent are used. 

The durability, attractiveness, va- 


riety and ease of laundering make the 
synthetic-fabric garments of particular 
value to mental institutions. We 
would like to extend our stock af 


them to include underclothing, and 
perhaps shirts, sweaters, and the like. 


ROBERT F. HOFFMAN 
Asst. Superintendent 


Kentucky State Hospital's 


Practical Nursing School 


By FRANCES M. EDWARDS, R.N., Instructor, School of Practical Nursing, 
Kentucky State Hospital, Danville 


IN JANUARY 1955 a course for 
practical nurses was started at our 
hospital. It was planned by the 
Kentucky Department of Mental 
Health as a means of easing the short- 
age of registered nurses, which is 
acutely felt in the mental hospitals. 

The program is designed to give 
effective didactic and clinical training 
which will enable the practical nurses, 
working under the supervision of a 
physician or registered nurse, to pro- 
vide selected nursing care for sub- 
acute, convalescent or chronically ill 
patients, thus relieving the profes- 
sional nurse for more exacting duties. 

The School of Practical Nursing has 
the approval of the Kentucky State 
Board of Nursing Education, which is 
the licensing agent in the state. 

The basic entrance requirements 
are: U. S. citizenship; minimum age 
of 17; good moral character; good 
health (ascertained by a pre-admission 
physical and dental examination) and 
at least one year of high school, or 
equivalent education (a transcript of 
the scholastic records from last 
school attended is required). Na- 
tional League of Nursing pre-admis- 
sion aptitude test for practical nurse 
students is used to screen applicants. 

The total hours weekly in class and 
practice is 40. A minimum of 365 or 
366 days spent in study and practice 
as prescribed in the curriculum is re- 
quired for graduation. One week sick 
leave, one week vacation and all legal 
holidays, as observed by the training 
school hospital, are allowed the stu- 
dents. 

The curriculum includes class in- 
struction in: Personal and Vocational 
Relationships (20 hours); Home 
Management (20 hours); Nutrition 
—Food Selection and Preparation (20 
hours) ; Nursing Principles and Pro- 
cedures (130 hours) ; Body Structure 
and Functions (36 hours); Commu- 
nity Health and Hygiene (15 hours) ; 
Selected Diseases and Conditions (15 


hours) ; Care Maternity and Newborn 
(20 hours); Care of Children (20 
hours) ; Care of Aged (10 hours) ; Psy- 
chiatry (subject in special area) (60 
hours) . 

Clinical learning is planned to con- 
tinue and be concurrent with practice 
throughout the one year course. There 
are two six-week affiliations with other 
institutions, one in Obstetrics and the 
other in Pediatrics. 

At present this school may admit 
no more than twenty students. The 
faculty includes an Educational Di- 
rector and an Instructor for the class 
instruction, clinical teaching and sup- 
ervision. 

There were sixteen students ad- 
mitted to this first basic class of Prac- 
tical Nursing at Kentucky State Hos- 
pital. During the first 5 months five 
students were eliminated for various 
reasons. Six students commute from 
their homes to the hospital for their 
training. The students living in the 
nurses’ home are under the direction 
of a house-mother whose duties are to 
guide and assist the students in plan- 
ning their time to include study pe- 
riods, housekeeping (in their quar- 
ters), recreation, religious and social 
life when not in class or on hospital 
duty. 

The School of Practical Nursing 
provides maintenance including living 
quarters, meals, student uniforms, 
laundry, text books, transportation to 
and from affiliating hospitals and 
transportation on educational field 
trips. 

Successful completion of this pro- 
gram entitles the student to take the 
State Board Examination for Practical 
Nurses in order to become licensed. 
After passing this examination these 
nurses are eligible to seek work in any 
hospital in Kentucky. The Kentucky 
State Department of Mental Health 
hopefully believes that many of these 
students will remain in State Hospital 
work. 
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Osawatomie State Hospital, 

Osawatomie, Kansas. 

Charles L. Marshall, architect; 

Martin K. Eby Construction Co., contractor. 


HOSPITALS ARE LIGHT, BRIGHT, CHEERY 
with Truscon Detention Windows 


Look at this handsome window arrangement 
and at the attractive landscape it frames. You’d 
hardly believe that these Truscon Steel Intermediate 
Louver Windows provide detention. But, they do 
... to the degree that you require. 


For example, you can have this Truscon Window 
with 100% ventilation and restraint provided by 
detention screens. It is particularly suited to the 
needs of mental hospitals. A similar design pro- 
vides fixed meeting rails that limit vent opening 
to 5% inches. This is suitable where moderate 
detention is required. 


Truscon designs all detention windows to the 


TRUSCON® 


MARK OF MERIT 


TRUSCON STEEL DIVISION 
REPUBLIC STEEL 


1112 ALBERT STREET YOUNGSTOWN 1, OHIO 
PRODUCT Export Dept.: Chrysler Bidg., New York 17, N.Y. 


A NAME YOU CAN BUILD ON 


idea that it is important not only to protect mental 
patients against self-injury or escape, but that every 
indication of enforced restraint be concealed or 
minimized. 

In this category, Truscon offers an unusually 
complete line of proved designs to provide ade- 
quate light and ventilation for mental patients. 
Truscon window engineers will help you and 
your architects select the proper Truscon Steel 
Windows for your geographical location, type of 
building, and degree of restraint required. Write 
for the complete Truscon Window catalog for 
your files. 
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| Mental llospitals 


Psychiatric Facilities in Holland 


Pavillion Zonneweide, at Ermelo 


“Respect for the personality of others is an essential part of the art of living, and this 
principle applies equally to the treatment of the mentally ill. The treatment must be 
based upon respect for the personality of the patient; without this respect one denies 
his sovereign needs, his rights, his liberties and his duties. Without this respect 
there is distrust, fear and contempt, and as a consequence, restraint. History teaches 
us this.” 


Prof. Dr. G. Kraus, Psychiatric Clinic, University 
Hospital, Groningen, Holland —Quoted (free 
translation) from “Le Respect du a la Personalite du 


Malade” in Folio Psychiatrica Neurologica et Neurachirugia 
Neerlandica, Vol. 53, No. 6, 1950. 
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Impressions of Hospital Psychiatry in Holland 


By ZIGMOND M. LEBENSOHN, M.D., F. A. P. A. 


Clinical Professor of Psychiatry, 


Georgetown University School of Medicine, Washington, D. C. 


UST AS the spirit of a country is 

reflected in its institutions, so the 
spirit of Holland is reflected in its 
mental hospitals. The genuine friend- 
liness, proverbial neatness, refreshing 
ingenuity, and prodigious industry 
which we have come to associate with 
the Dutch made a deep impression on 
me during a brief visit to that country 
during the fall of 1955. In addition, 
I was greatly impressed by their deep 
respect for spiritual values and the 
warm, human quality of their mental 
hospitals—qualities which seemed to 
account for so much of the success of 
Holland's justly famous psychiatric 
treatment program. 

After returning home I began to 
tell my friends and colleagues what I 
had seen: no “back wards’; no idle 
patients; practically no “security” fea- 
tures; a truly home-like atmosphere 
even in the disturbed wards. My ob- 
servations were often greeted with ex- 
pressions of doubt or frank disbelief. 
It is obviously impossible for all my 
doubting colleagues to visit Holland 
at once and see for themselves, de- 
sirable as that might be! I have 
therefore, attempted to set down some 
of the more striking features of the 
Dutch methods in the hope that they 
may stimulate the kind of thinking 
which may ultimately benefit the 
mentally ill in this country. 


There are, of course, many cultural, 
ecological, and socio-economic differ- 
ences between the United States and 
Holland. Some of these differences 
may, indeed, explain in part the suc- 
cess of certain methods in Holland 
which could not be transplanted “as 
is” to this country. On the other hand, 
it must be remembered that in both 
countries the problem of mental ill- 
ness involves certain common demoni- 
nators which cut across national 
boundaries. The discovery of these 
common denominators will be the 
chief interest of the American psychia- 
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trist. But even the differences, he will 
notice, may not completely invali- 
date an idea. I shall list (not neces- 
sarily in order of importance) some 
of the factors which, in my opinion, 
contribute to the special character of 
psychiatry in Holland. 


Character and Traditions 
of the Country 


To begin with Holland is a small 
country with a relatively homogene- 
ous culture. Traditionally, most of the 
mental hospitals and institutions are 
denominational and voluntary in 
character. However, they are also 
supervised and supported by the Gov- 
ernment. Thus we find Protestant, 
Roman Catholic, Jewish, and some 
non-denominational institutions scat- 
tered throughout the country. The 
only parallel in America exists in our 
homes for the aged, which are’ also 
largely denominational and voluntary 
in character, with state or federal sup- 
port when required. 


Coordination between 
Mental Health Agencies 

In recent years there seems to have 
developed an unusually close coordi- 
nation between the various State, pro- 
vincial, municipal, and voluntary 
agencies dealing with the problem of 
mental health. The National Federa- 
tion of Mental Health (whose Presi- 
dent, Dr. Arne Querido, is Professor 
of Social Medicine and Director of 
Public Health of the City of Amster- 
dam) has been largely instrumental 
in establishing effective liaison with 
the many agencies in the field. It is 
doubtful if the excellent results we see 
on the hospital level could have oc- 
curred had not the groundwork been 
carefully prepared and coordinated at 
the top. 


Public Confidence in Psychiatry 


There seems to be a high degree 
of public confidence in psychiatry and 


psychiatrists throughout England and 
Western Europe; this was especially 
true in Holland. This confidence has 
not developed overnight, but is the 
result of many years of dedicated pub. 
lic service on the part of many well- 
known psychiatrists. An eloquent il- 
lustration of this confidence is cited 
by Dr. Querido in describing the 
role of mental health directives in 
coping with the disastrous floods of 
1953. 

Families were kept together, he 
wrote, “in spite of all cordial and well 
meant invitations to provide tem- 
porary homes for children elsewhere. 
. .. The fact that mental health prin- 
ciples could be applied so quickly and 
deliberately . . . proves that they are 
firmly anchored in the minds of the 
experts in Holland, and that these 
experts have the ear of those in 
authority.” 


Minimizing the Legal Aspects 
of Hospitalization 

Holland has been quite progressive 
in removing the legal encumbrances 
to psychiatric treatment. The first 
Insanity Act of 1841 laid down the 
regulations for the admission of pa- 
tients. In 1884, certification was 
greatly simplified, and in 1904 provi- 
sion was made for voluntary admis- 
sion to mental hospitals. In recent 
years there has been a growing trend 
towards voluntary admission. As the 
proportion of “voluntary” patients 
grows, the less need there will be for 
so-called “security” features and the 
more the emphasis can be placed on 
“treatment” ‘features. 


Small Size of the Hospitals 


The hospitals in Holland average 
well below 1,000 in their patient 
population. As a result, the medical 
director has much closer contact with 
his patients and a home-like atmo- 
sphere can be achieved. Many writers 


in this country have also advocated 
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the small hospital but in general their 
pleas have fallen on deaf ears. Yet it 
is a physical impossibility to achieve 
a warm home-like atmosphere with a 
patient population of, say, 11,000! 


Medical Personnel 


As in most countries in Europe 
there is a form of National Health 
Service which is limited to those 
whose income is less than $840 per 
year. Although there is a fair amount 
of private practice, the incentives for 
private practice are much less than 
they are in this country, whereas the 
incentives of prestige, security, and op- 
portunities for research motivate 
many able psychiatrists to seek posi- 
tions in the various mental hospitals. 
The hospital psychiatrists I visited at 
Groningen, Franeker, and Santpoort 
impressed me as being unusually 
alert, imaginative, and unencumbered 
by the institutional rigidities so fre- 
quently encountered elsewhere. The 
prestige of being on the staff of a 
mental hospital seemed higher in Hol- 
land than it is in this country. Al- 
though there still remains a shortage 
of qualified psychiatrists a great deal 
of psychotherapy—guidance and coun- 
selling—is done by non-medical per- 
sonnel. 


Treatment Methods 


The general tone of hospital psy- 
chiatry in Holland appeared to be 
eclectic rather than psychoanalytic in 
nature. The influence of psychoanaly- 
sis is to be seen chiefly in the outpa- 
tient clinics of the larger cities. In the 
hospitals, all modern forms of psychi- 
atric treatment are employed. (After 
all, most of them originated in 
Europe.) Insulin shock treatment is 
employed most infrequently. Electro- 
shock therapy is used conservatively 
but with dispatch whenever indicated. 
The tranquillizing drugs are em- 
ployed, but not as extensively as in 
this country. The dosages are much 
smaller and physicians seem more 
guarded about the results. There is 
some use of “movement therapy” 
which is a kind of simple marching 
and dancing to rhythmic music. I saw 
this at Santpoort where it is used for 
chronic psychotics. 

The chief therapeutic tool in the 
mental hospitals of Holland is ac- 
tivity or “work therapy.” This differs 
from the conventional occupational 
therapy practiced in most hospitals in 


The entrance hall at Pavil- 
lion Zonneweide offers an 
atmosphere of relaxing in- 
formality and a sunny 
view of the landscaped 
grounds. It overlooks the 
teahouse, shown at right, 
where patients and their 
visitors can sit outdoors 
in nice weather. 


this country as night differs from day. 
Practically every patient, even the 
very sick, engages in work therapy. 
Thus the space required for shops is 
huge by American standards. During 
the day almost all the wards are 
empty and the patients are all in the 
various work shops. They make a 
wide variety of objects, such as door 
mats, electrical connections, wooden 
shoes, etc. Some of the work is let out 
to the hospital on contract by private 
firms, and in some cases the hospital 
sells the products directly. The trade 
unions and the public have cooper- 
ated with this program in the interests 
of mental health. The patients are 
generally paid on a piece-work basis. 
Sometimes special work methods are 
devised to enable disturbed patients 


to participate in the work program. 
A brief historical note on work 
therapy may be of interest at this 
point. The chief exponent and high 
priest of work therapy was Dr. Her- 
mann Simon of Gutersloh, Germany, 
who developed this method in the 


’20’s. Simon’s methods were intro- 
duced to Holland in 1926 by Dr. Van 
der Scheer, then Medical Director of 
the hospital at Santpoort. Since then 
it has become one of the distinguish- 
ing features of hospital psychiatry in 
Holland. From here the method 
spread to England, Scandinavia, and 
many other parts of Europe. 

Work therapy is deeply rooted in the 
belief that the patient requires useful 
work to maintain his initiative and 
social adaptability. As applied in 


23 


— 
4 


Holland it seems extraordinarily effec- 
tive. 


Outpatient Clinics and After-Care 


There is a concerted effort going 
on in Holland to cut the number of 
hospital admissions and readmissions 
to the bare minimum. For over 20 
years, Dr. Querido, as Director of 
Public Health for the City of Am- 
sterdam, has been operating a psy- 
chiatric first-aid center which offers 
24-hour coverage for the entire city 
of Amsterdam, every day of the year. 
The city is divided into 6 sectors, each 
of which has its own team consisting 
of a psychiatrist, social worker, psy- 
chologist, and administrative person- 
nel. Whenever a_ psychiatric emer- 
gency develops, the appropriate team 
is notified, and one of its members 
goes immediately to the scene of the 
emergency. By dealing with the prob- 
lem on the spot, the worker is often 
able to avert unnecessary hospitaliza- 
tion and arrange for more effective 
and less expensive care. It should be 
pointed out that the care provided 
under this system is “less expensive” 
emotionally as well as financially. 
This has done much to allay anxiety 
on the part of patients in particular 
and the public in general. Even when 
hospitalization is advised, the emer- 
gency team can often arrange matters 
in such a way that the traumatic ef- 
fects of the experience are lessened 
and the patient enters the hospital in 
a more cooperative frame of mind. 
For a brief report on this program the 
reader is referred to an editorial note 
by Mabel Blake Cohen, “A Com- 
munity Program—The Amsterdam Ex- 
perience,” which appeared in the 
February 1956 issue of Psychiatry. 

In addition to this remarkable pro- 
gram, practically all the mental hos- 
pitals, provinces, and major munici- 
palities operate outpatient or after- 
care clinics which are readily avail- 
able to all former patients. The 
ready accessibility of these clinics has 
played a major role in preventing the 
overcrowding of the mental hospitals 
of Holland. 


Architectural Considerations 


The American psychiatrist visiting 
the wards of a mental hosptal in Hol- 
land cannot fail to be impressed by 
the relative absence of “security” 
features so common in our hospitals. 
There are no security screens. Large 
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expanses of glass are unprotected, 
even on the disturbed wards. Al- 
though there are locked wards, they 
seem to be fewer in number. Decora- 
tive mirrors and pottery, framed pic- 
tures, flowers in breakable vases, glass 
aquariums, handsome antiques, bird 
cages, and graceful non-institutional 
furniture are within the reach of all. 
Colorful rugs and drapes in the living 
room area give a cheerful home-like 
touch. Almost all wards are open to 


beautifully landscaped garden areas or 
courts. 

One of my most impressive experi- 
ences in Holland was my visit to the 
psychiatric hospital in Franeker. Now 
located in buildings which once com. 
prised the Botanical Gardens and 
buildings of the University of Frisia, 
the hospital is indistinguishable from 
all the neighboring houses whic 
flank it on all sides. Included in this 
complex is an old cloister dating from 
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about the 16th century—complete 
with hand-hewn beams and struts. 
The only changes have been to install 
modern plumbing, to enlarge the 
work area to provide for activity 
therapy, and to install a handsome 
stained glass window as a memorial 
to the role the hospital played in the 
occupation during World War II. 

Even the more traditional hospitals 
avoid the forbidding institutional 
quality which characterizes so many 
of our large hospitals. Since the total 
size is usually under 1,000, the cot- 
tage plan with one and two story 
buildings is often used. The archi- 
tectural considerations will be dis- 
cussed in greater detail by Mr. Gut- 
tersen in the accompanying article, 
but the problem of appropriate hos- 
pital architecture deserves the serious 
attention of every hospital psychia- 
trist. 

It is obvious that the philosophy of 
treatment influences hospital archi- 
tecture. Conversely, hospital architec- 
ture exerts an important and continu- 
ing influence on the patient. If one 
believes that all mental patients are 
dangerous and that the main purpose 
of a hospital is to prevent escape, 
then, of course, such a hospital will 
resemble a prison. If, on the other 
hand, one believes that mental pa- 
tients are persons with troubled emo- 
tions, and that favorable environment 
plays a role in restoring them to 
health, then our hospitals will come 
to resemble more a lodge or an inn 


The living room for nurses at Pavillion Zonneweide has the same home- 


where one may go for specialized 
help. 

Dr. Ronald Hargreaves, formerly 
Chief of the Mental Health Section 
of the World Health Organization, 
speaking at the St. Elizabeths Hospital 
Centennial Celebration in 1955, said: 

“One can find records of hospitals 
which abolished restraint, unlocked 
doors, and developed within the hos- 
pital an effective and to some extent 
democratic society with great activity 
for the patients, and then the Super- 
intendent retired or died; in ten 
years’ time the doors were locked 
again, the padded rooms were in use, 
new strait jackets bought, and the 
hospital was back where it was before 
that Superintendent had created this 
therapeutic community. This is a dis- 
tressingly frequent story. It seems, in 
one’s more pessimistic moods, that the 
practical art of psychiatry in the men- 
tal hospital has to be rediscovered 
every thirty or forty years and when 
the discoverer—often a superintend- 
ent—retires or dies, then, in a short 
space of time, the institution drifts 
back to where it was, until we re- 
member a very few hospitals where 
this has never happened, even though 
they are a hundred years old. Three 
such hospitals immediately come to 
my mind and the first of these is St. 
Elizabeths; the second is the Retreat 
at York in the United Kingdom, 
founded by the Society of Friends, and 
the third is Santpoort in Holland.” 

Thus we see that Superintendents 


Be 


like coziness as the patient living rooms (see photograph on page 28.) 
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may come and go, retire, or die, but 
the basic hospital architecture (like 
“Ol Man River’) keeps on rolling 
along. It keeps on as a continuing 
force, exerting its circumambient in- 
fluence sometimes for scores of years. 
All the more reason for psychiatrists 
and architects alike to join forces in 
an effort to make that circumambient 
influence an influence in the direction 
of health. 


Need for Further Study 


I have attempted to set down some 
of the reasons for the favorable im- 
pression I received from observing 
psychiatry in Holland. My list is by 
no means complete. I hope I have 
raised enough questions to provoke 
thought in some readers and possibly 
to stimulate others to spend some 
time in Holland and see for them- 
selves. Better still, I hope that some 
alert Foundation will establish a num- 
ber of traveling fellowships for de- 
serving American hospital psychia- 
trists which will provide for a period 
of several months’ study of psychiatric 
methods in Holland and other centers 
in Europe. The cross-fertilization of 
ideas which would result from such 
visits would, I am sure, benefit men- 
tally ill patients in both countries. 

Psychiatry in America today is at 
an important crossroads. In spite of 
years of hard work in the mental hy- 
giene movement, in spite of quad- 
rupling the number of psychiatrists 
in the last 20 years, in spite of all the 
new therapies which have been intro- 
duced, our state hospitals are still 
overcrowded and the great bulk of 
the people are unable to get adequate 
psychiatric attention. serious- 
ness of this problem has been recog- 
nized on a national level by the vi- 
sion and efforts of Dr. Kenneth Appel 
who has been largely responsible for 
organizing the newly established Joint 
Commission on Mental Illness and 
Health. One of the purposes of this 
Joint Commission is to survey the en- 
tire problem and offer a “Flexner- 
type” report on this major health 
issue. It is high time for us to sit 
down calmly and re-evaluate our es- 
tablished thinking in regard to our 
hospitals, our clinics, and all our 
treatment methods. Perhaps it may be 
that the experience of Holland will 
have much to offer when this re-evalu- 
ation takes place. 
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Trends in the Design and Construction 
of Hospital Facilities in Holland 


EW HOSPITAL construction in 

Holland competely reflects the 
sentiments expressed by Dr. Kraus, 
which are quoted on page 21. New 
buildings are small, so that patients 
are housed in small groups; there is 
no feeling of restraint, of security; 
equipment and furnishings are nor- 
mal. There are no special detention 
screens, bars, or light fixtures, the en- 
vironment is pleasant and acceptable. 
In short, there are no special prob- 
lems in designing especially for the 
mentally ill in Holland. I find it im- 
possible to improve upon this basic 
principle of building “normally” for 
the mentally ill. Yet the only extra- 
ordinary thing about these designs is 
that they have never before been used 
for psychiatric patients! 

It is possible to see, on the grounds 
of some’ Dutch hospitals, the progress 
from the large blocks designed for cus- 
todial care and built forty or fifty 
years ago; the smaller, more pleasant 
structures erected in the late twenties 
or early thirties; and finally, those 
which were built just prior to the war. 
It is the latter which fulfil the need 
of the patients for a pleasant, normal 
environment—the factor most often 
ignored in our own larger hospital 
projects. These progressive changes 
in the design of new buildings have 
closely paralleled the development in 
Holland of the program of activity 
therapy, and the evolution can only 
be explained in relation to that pro- 
gram. 

As Dr. Lebensohn says, the chief 
“therapy” in the Dutch hospitals is 
serious, purposeful occupation of all 
kinds. The emphasis, I was told by 
physicians, is on discipline and the 
assumption of responsibility on the 
part of the patients—responsibility for 
their own conduct, for helping other 
patients and for acceptable behavior 
towards the hospital community. 


By ALSTON G. GUTTERSEN, A.I.A. 
A.P.A. Architectural Study Project 


These objectives are achieved by regu- 
lar work, in small groups, at the same 
hour each day. Patients leave their 
ward building at 8:15 a.m. and go to 
one of the work buildings, where they 
spend seven and a half hours each 
day. Some patients assist others in 
going to and from the work buildings 
and with the work to be carried out. 
Patients are paid for the useful work 
they accomplish, and after work, di- 
versions and recreation are made 
available. 

Whereas even before the war a pro- 
gram of activity therapy and personal 
responsibility, based upon the work of 
Simon of Gutersloh, had been in op- 
eration, it had been on a more per- 
missive basis than it is today; at that 
time, patients could work, for pay, if 
they wished to. But with the outbreak 
of war, when the hospitals had to be 
evacuated quickly it was found that 
patients cooperated with the staff to 
a much greater extent than had been 
expected, and assumed many new re- 
sponsibilities in the new locations. 


Patients Given Self-Responsibility 


In view of this experience of the 
amount of responsibility and_ self- 
discipline that even very sick patients 
can tolerate, the Dutch hospital phy- 
sicians after the war established the 
present philosophy—that of making it 
clear to the patients that their work 
is necessary, and that they are ex- 
pected to assume responsibility for 
themselves and for other patients. 
This, I am told, has made a great 
difference in the patients’ behavior 
and in the operation of the hospitals. 
Today patients are quieter, though 
less medication is used. Moreover, the 
program is focussed on patients who 
are not sociable and who have diffi- 
culty in accepting responsibility, and 
other patients actively assist in this 
program. 


Such open, community-like hospi- 
tals, it was said, could only develop 
within the framework of a total or- 
ganization of services for psychiatric 
patients in all stages of illness, such 
as exists in Holland. Moreover, the 
fact that mental hospitals are tradi- 
tionally voluntary and often denomi- 
national in character implies also 
a high degree of community respon- 
sibility. All medical university cen- 
ters and general hospitals in larger 
cities provide inpatient service for 
the psychiatric patient, who can 
be admitted without certification 
for observation and short-term treat- 
ment, thus affording immediate treat- 
ment for emergency cases. The gen- 
eral hospitals have psychiatric out- 
patient clinics, and clinics are also 
located where there are no general 
hospital psychiatric services or mental 
hospitals. Training is provided in the 
psychiatric services of the university 
medical centers. Finally, admissions 
to the forty-odd mental hospitals, with 
a total population of 27,000 patients, 
are largely voluntary because of the 
enlightened legal procedures which 
have been in force for many years. 

During the time I was in Holland, 
I visited five mental hospitals, one 
hospital and training school for men- 
tal defectives, an outpatient clinic 
and a psychiatric service in a Univer- 
sity Medical Center. During this time, 
Dr. Kraus outlined briefly for me the 
history of the development of the 
modern programs. 

The hospital at Santpoort, follow- 
ing the example set by Connolly in 
England, first introduced “no re- 
straint” as a policy in 1848. But the 
real revolution in Holland began in 
1926 when Dr. Van der Scheer, then 
the Director at Santpoort, introduced 
the system of useful work, (“It is a 
privilege and a duty to be occupied”) 
after he had visited and talked with 
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Dr. Simon in Germany. Dr. Kraus, 
when he became director in 1930, con- 
tinued to develop this program to its 
present extent. He confirmed an im- 
pression I had gained earlier from Dr. 
T. P. Rees that many English doctors 
visited Santpoort to study the pro- 
gram and initiated similar practices 
in England. 

The effect of this program of pati- 
ent responsibility, discipline and work 
upon building design is obvious. The 
workshop areas, for instance, are much 
larger than in this country—and far 
more workmanlike. In the Neder- 
Neluwe Kliniek, at Wolfege, for in- 
stance, there are special shops for 
shoe-making and repair, for tailoring, 
for furniture repair and so on. An- 
other shop was designed for soldering 
connectors to small electric cables, to 
be used in electric calculating ma- 
chines being built on contract to a 
manufacturer; another accommodated 
a group of deteriorated men and wom- 
en who sort paper cuttings into dif- 
ferent colors; there is a room where 
groups of men make brushes and 
brooms; one for a large group of men 
and women making colored door mats 
to a manufacturer's design and spe- 
cifications; and there are rooms for a 
large number of women—some deteri- 
orated—sitting around small tables in 
groups, sewing or knitting. Not all the 
patients were able to concentrate upon 
their work; they were frequently urged 
and assisted in their tasks both by 
other patients and by staff members. 

In these work areas, I had the gen- 
eral impression of serious application 
to the work at hand and the environ- 
ment of the shops themselves contrib- 
uted to this impression—they were so 
like one would expect to find for simi- 
lar activities outside of the hospital. 
I saw only one posturing patient in 
the shops, amidst a group of well- 
behaved patients. Patients would 
sometimes withdraw from the group 
in which they were working, but there 
was no disturbance. I was told that 
the atmosphere was not so quiet dur- 
ing the pre-war days of “permissive 
work therapy.” 


Normal Environment Evident 


In the ambulant dormitories during 
the daytime one saw only patients 
who were at work cleaning or doing 
minor repairs in the dormitories or 
to the adjacent grounds. Most of these 
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buildings, though pre-war, were in 
good condition, and the environment 
was one of normal dormitory living, 
as in a college or a school. There was 
one dormitory building, shared by 
about 50 middle-aged men and wom- 
en, with bedrooms on the second floor, 
and a living room, billiard room, din- 
ing room and kitchen on the first 
floor. It was pleasantly furnished with 
rugs, drapes, comfortable furniture, 
a piano and other amenities. During 
the day, the building is unlocked and 
unsupervised. 

The total capacity of this hospital 
is about 850 patients, with an admis- 
sion rate of about 250 a year. When 
I was there, there were some 300 male 
and over 500 female patients. There 
are a total of eleven patient buildings, 


two work buildings and a recreation 
hall. One hundred and sixty elderly 
patients live in one building, which 
also contains the infirmary and the 
medical and surgical facilities. 

The “observation buildings,” as 
they are called, are for the same pur- 
pose as our own acute intensive-treat- 
ment buildings. There is one for men 
and one for women, where new pati- 
ents and the “less ill” go. An architect 
designing such a building in Holland, 
however, would be faced with a very 
different problem from what he might 
expect in this country, because other 
services in the total community system 
are treating special categories, such as 
the alcoholic and short-term emer- 
gencies. 

One building which impressed me 
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Airy spaciousness is the striking feature of the decor at Pavillion Zonneweide. It 
is exemplified in the corridor shown above, which utilizes an exterior wall of glass 
to let in sunlight and expose to view the lawns and gardens. Large expanses of 
glass are used also in the bedrooms, as in the one shown at upper left, windows 
looking out both upon the outdoors and into the adjoining bedrooms. In the fore- 
ground of the photograph can be seen a counter which contains a lavatory; a num- 
ber of Dutch hospitals install these in the bedrooms of elderly patients. The 
modern decor of a patient living room, pictured at left, is essentially simple, with 
comfortable furnishings arranged in friendly groupings. 


was the men’s “observation” (receiv- 
ing) building, erected immediately 
after the war, and typical of the new 
buildings which are to be seen all over 
the country. This is a small building, 
scaled to the individual rather than 
to the total problem; both interior 
and exterior are “normal”, and pleas- 
ant. There is a complete lack of “psy- 
chiatric” architectural details, there 
are generous amounts of unprotected 
glass in bedrooms and living rooms, 
immediate access to small, attractive 
garden areas, and a general feeling of 
warmth and comfort. Patients may oc- 
cupy their time constructively here, 
and apparently tolerate a_ large 
amount of freedom. 

New patients enter this building by 
way of a pleasant entrance hall, resi- 


dential in scale and character, which 
has an unprotected stairway to a bal- 
cony on the second floor. A small rec- 
ords and administrative office opens 
off the hall, and adjacent to this room 
is a conference room where the pati- 
ent and his family are first inter- 
viewed. Next to this is a visitors’ room. 
The patient bedroom corridor also 
opens off the entrance hall and leads 
past a large workroom, three six-bed 
rooms, an eight-bed observation room 
and two more six-bed rooms. All these 
rooms are on the south side of the cor- 
ridor, to catch the best of the sun- 
shine; all walls are of glass above the 
wainscot, and each room opens direct- 
ly to outside areas. 

The nurses’ station, examination 
and treatment room, utility room, 


clothes rooms, bathrooms and other 
utilities are on the north of the corri- 
dor, and across the end of the wing 
are a two-bed and three one-bed 
rooms. While these do not lead di- 
rectly to the garden, except by way of 
the short corridor, they too have large 
glass areas. They are used for short 
periods—not more than one or two 
hours—by “difficult” patients and oth- 
ers who need isolation for a time. 


In another wing of this building is 
a large comfortable living room which 
opens into a dining room. Connected 
to these rooms is a portico leading to 
a garden house and outdoor toilets. 
This portico partially encloses the 
garden areas. On the second floor of 
the building are staff bedrooms and 
dormitories for approximately forty 
patients. The garden areas around this 
observation building, as around all 
other buildings in the hospital, have 
attractive lawns, shrubbery, terraces, 
pergolas and fencing, the latter mak- 
ing it possible to separate difficult 
patients if necessary. 


More Work Space Needed 


The staff feels that there is insuffi- 
cient work space in this observation 
and receiving building, because new 
patients, still under study, cannot yet 
join other patients in the regular work 
buildings. Yet since the treatment pro- 
gram of responsibility, work and dis- 
cipline should be started within per- 
haps twenty-four hours of admission, 
work facilities should be available 
while the patients are still under 
study. 

The photographs, together with this 
brief description, should serve to indi- 
cate the character of the community 
in which Dutch patients live and are 
treated. As an architect I noted with 
pleasure that the usual problems of 
planning and detailing “psychiatric” 
buildings are non-existent. Over a pe- 
riod of 20 or 30 years, medical staffs 
seem to have agreed on what is an 
effective treatment plan for their pa- 
tients. This has resulted in a com- 
pletely simplified architectural ap- 
proach as shown in the small units, 
which are characterized by their lack 
of built-in safety and security devices. 
Needless to say, the cost of these units 
is far less than the cost of a large 
block-type psychiatric building and 
the units are far more adaptable to 
changing treatment patterns. 
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Comments on Pavillion Zonneweide and Pavillion Uitzicht, from data supplied by the 
Dutch Federation:for Mental Health: 


The Pavillion Zonneweide, whose plans are pre- 
sented here and which is pictured throughout the 
preceding text, and the Pavillion Uitzicht, whose 
plans are shown on pages 24 and 25, are operated 
under the auspices of the “Vereniging tot Chris- 
telijke Verzorging van Geestes en Zenuwzieken” 
(Organization for Christian Aid to Mental and 
Nervous Patients.) The two hospitals were built by 
the architectural firm of Roshizen and Dekker, of 
Arnhem, the Netherlands. 

When the Vereniging began its work sixty years 
ago, small cottages were built to accomodate about 
40 patients, the idea being that the housing of pa- 
tients must resemble, as far as possible, a normal 
home. Conditions at the time were such, however, 
that the use of the small cottages became too costly, 
and it was necessary thereafter to build larger units. 
Now the trend has reverted to the smaller, home- 
like units, accommodating 50 to 60 patients. The Zon- 
neweide and Uitzicht units, built in the past ten 
years, exemplify this trend. 

Although it is felt that the ideal is a one-story 
building which opens directly onto the garden, econo- 
my sometimes necessitates the addition of an upper 


story. These are usually arranged as dormitories for 
patients, with the necessary toilet and laundry fa 
cilities. (There are also second and third floor 
quarters for the nurses at both Zonneweide and 
Uitzicht.) These second-floor dormitories are, of 
course, assigned to patients with no physical in. 
firmities, so that no elevators are required. 

The units are laid out so that nursing personnel 
will have to walk as little as possible; structures in 
which the living rooms, sick wards and dormitories 
are projected from a center are therefore preferred 
over other designs. To take advantage of the Dutch 
climate, the dormitories are oriented as far as pos 
sible to the east and the south, and the day rooms 
to the south. The buildings are centrally heated by 
oil furnace with hot-water radiators. 

The Dutch Federation for Mental Health feels that 
consideration should be given in the near future to the 
feasibility of constructing even smaller cottage units, 
within a hospital. These might have a living room, 
bedroom, small kitchen and a bathroom. Such family- 
size units, the Federation suggests, might stimulate 
its occupants to greater self-responsibility. 
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A view of the south elevation of Pavillion Zonneweide. The balcony is just off the recreation room in the nurses’ 
quarters. The glassed-in room at the left of the photograph is the entrance hall, whose interior is pictured on 
page 23. Adjoining it on the right are rooms for visitors. 
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